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INCREASING NUMBERS OF SAILING VESSELS are
utilizing divers as crew members. Divers have
unique medical needs because of the rare and
unusual nature of serious diving injuries, Very
few health professionals are skilled in diagnos-
ing and treating divers. Consequently, it is
extremely important that those responsible for
shipboard health care be able to recognize the
signs of injury and insure the diver has access
to diving medicine help when required. The in-
formation presented is a simplified version and
not intended to cover complete treatment.

THE DIVING ACCIDENT PROBLEM

Two life-threatening conditions occur as a
result of a diving accident—air embolism and
decompression sickness,

Air embolism occurs wher bubbles enter-
ing the blood-stream from a damaged lung
obstruct the blood flow to an area of the brain,
usually causing unconsciousness and paralysis.

Any person who has breathed air under-
water, regardless of depth, may have an air
embolism. This can occur even as shallow as

* Derived from Underwater Diving Accident Manual.
1882, Duke University Medical Center, N.C., with per-
mission,

4 feet with a breath-hold ascent. Even a well-
trained diver breathing properly during ascent

'may embolize because of medical problems af-

fecting the lungs, causing air-trapping during
ascent. The pressure of this expanding air may
be sufficient to rupture lung air sacs and the
escaping air may enter the bloodstream as an
air embolism. Less serious problems such as a
pneumothorax or mediastinal and subcutaneous
emphysema may also result. A full discussion
of these problems starts on page XIV-4.

Decompression sickness is the syndrome
of joint pains (the bends), numbness, paraly-
sis, and other symptoms caused by gas dis-
solved in tissues forming bubbles on surfacing
after a dive.

Decompression sickness can oceur in any
individual who violates the decompression
tables, either willingly or unintentionally, when
surfacing from depths greater than about 30
feet. Sport divers place themselves at risk of
decompression sickness by even approaching
the limits of the U.S. Navy dive tables. Since
bends do occur when following the U.S. Navy
tables, a cautious diver stays well within the
table limits.

To insure successful treatment, crew mem-
bers, emergency medical personnel, and physi-
cians must be able to recognize these dive re-
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lated problems and begin the proper early
treatment while arranging entry into the hy-
perbaric trauma system,

Early Treatment Approach

All symptoms of air embolism and decom-
pression sickness are considered together in
the early management of a diving accident. It
is more important to use proper early treat-
ment than to attempt to distinguish between
the two conditions because the initial manage-
ment for both conditions is the same until re-
compression therapy is started.

Mild Symptoms

The injured diver may experience mild
symptoms at first and ignore the warning sig-
nals until serious symptoms have developed.

Fatigue or unusual tiredness and itching
are considered mild symptoms and may respond
to treatment with oxygen. Joint pain has some-
times been considered a mild symptom, but re-
quires recompression and therefore is handled
as a severe symptom. No symptoms should be
ignored as the progression from mild to severe
can occur rapidly,

If a diver experiences mild symptoms on
surfacing, place the diver on his left side with
his head down and give oxygen. Oxygen treat-
ment may relieve the’ symptoms or prevent
them from getting worse. If the symptoms ap-
pear relieved after an interval of oxygen treat-
ment, do not remove the oxygen immediately
as the symptoms may recur. The victim should
continue to receive oxygen for at least thirty
minutes for mild symptoms, and then the Flow
Chart should be followed for further instrue-
tions.

Severe Symploms

Any symptom such as pain, Weakness,
numbness, dizzinessg, nausea or decreased con-
scioushess can be a symptom of a severe diving
accident. When these symptoms occur shortly
after a dive, a serious diving injury is the’
likely cause.

Severe symptoms are a serious medical
emergency which requires urgent medical eval-
uation and treatment at a hospital, followed by
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emergency evacuation to an appropriate recom-
pression chamber. Calling the physician helps
establish an early accurate diagnosis and speeds
transfer to a recompression chamber if needed.
If a person shows any severe symptoms within
24 hours after a dive, place the vietim in the
left-side-down-head-low position and provide
oxygen during transport te the nearest medical
facility, Monitor pulse and respiration and fol-
low the instructions in the Flow Chart until
evacuation to a recompression chamber has
been accomplished.

Diving accident victims who receive oxy-
gen immediately after their injury have ¢ much
better recovery than if no oxygen is used. The
crucial value of early oxygen breathing must
always be emphasized, particularly for diving
injuries not occurring near chambers.

Do Not Attempt In-Water Compression!

In-water recompression of the diver us-
ually ends with the diver forced to the surface
by cold or inadequate air supply. This causes
incomplete treatment and further nitrogen up-
take by the diver. If a vietim has mild signs
and symptoms of decompression sickness, the
usual result is a much more seriously injured
diver, If the initial symptoms are severe, the
result is usually disastrous. In-water recom-
pression should never be attempted.

DIVING ACCIDENT MANAGEMENT FLOW CHART

In a suspected diving accident the first
question is “Did the victim take a breath under-
water?’ from a SCUBA tank, hose, bucket,
submerged car, or any compressed air source,
regardless of depth.

If the answer is no, give CPR and oxygen
if needed and evaluate as a medical problem
not related to diving (see p. IV-1).

If the injured diver did breath underwater
and only mild symptoms are present (fatigue
and itching only)}, place the patient in left-
gide-down-head-low position and administer
two aspirin, oxygen and oral fluids while main.
taining close observation.

If the symptoms do not clear, obtain medi-
cal advice by phone. Treat as a serious injury.
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If the injured diver did breathe under-

water and has serious symptoms, do the fol-
lowing :

1.
2.

Administer CPR if required (see p. IV-1).
Keep airway open and prevent aspiration
of vomitus. Intubate unconscicus injured
diver if possible.

Keep injured diver in left-side-down-head-
low position (Trendelenburg).

UNDERWATER
BREATHING?

NOT A DIVING ACCIDENT

YES—TREAT AS DIVING ACCIDENT

MILD
SYMPTOMS
ONLY?

YES 1. OXYGEN

3. OBSERVE

———————3|2. LEFT SIDE HEAD DOWN

SERIOUS SYMPTOMS

e Pain

¢ Unusual weakness

e Numbness

o Breathing difficulty

o Decreased
conseiousness

MINUTES?

NO—TREAT
AS SERIOUS

h 4

EARLY TREATMENT

L
2

3.
4,
5.
6.
7
8.
9
0
1

1
11

12.

. Airway

. IV fluids

. Steroids
. Hospital

CPR

Left side head low
Oxygen

Shelter diver

Oral fluids

Aspirin

Plan transportation

Management Flow Chart

4. Administer oxygen by tight-fitting double-
seal mask at the highest possible oxygen
concentration. Do not remove oxygen ex-
cept to reopen the airway or if the vietim
shows signs of oxygen convulsions.

5. Protect the injured diver from excessive
heat or cold. .

6. Give conscious patients non-aleoholic lig-
uids such as fruit juices or oral balanced
galt solutions, e.g. Gatorade®.

CONSULY
PHYSICIAN
BY PHONE

to chamber
Send diving equipment
with. patient

LEFT-SIDE-DOWN-HEAD-L.0W
DIVING ACCIDENT POSITION
(TRENDELENBURG)

Fig. 13-1, Diving Accident Management Flow Chart.
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7. Intravenous fluid replacement with electro-
lyte solutions is preferred for unconscious
or seriously injured victims. Ringer’s Jac-
tate, normal saline, or 5% dextrose in sa-
line may be used. Do not use 5% dextrose
in water.

8. Give two aspirin, as an anti-platelet agent,
as a one time dose to a conscious diver
only.

9, If there is evidence of involvement of the
central nervous system, give steroids, hy-
drocortisone hemisuecinate, 1.0 gm. i.v. or
dexamethasone, 20-30 mgm. iv.

10. Evaluate and stabilize patient at the near-
est hospital emergency room prior to
transfer to recompression chamber if
needed.

11. If air evacuation is used, it is critical that
the patient not be exposed to decreased
barometric pressure at altitude. Flight
crews must maintain cabin pressure af seq

level.

12. Send all diving equipment with the patient
for examination, If that is not possible, ar-
range for local examination and gas
analysis.

RECOGNIZING UNDERWATER
DIVING ACCIDENTS

An awareness of the symptoms and signs
of underwater diving accidents and other com-
mon underwater disorders is necessary to rec-
ognize a serious accident, The following pages
describe the common symptoms and signs that
divers may experience. An explanation of their
causes is also given to help the reader under-
stand some of the basis for prevention and
management,

Air Embolism

Cause

As a diver surfaces without exhaling, air
trapped in the lungs expands and may rupture
lung tissue releasing gas bubbles into the cir-
culation which distributes them to the body
tissues. The ascending diver is normally in a
vertical position and the bubbles tend to travel
upward to the brain, eventually reaching a
small artery and blocking circulation. The ef-
fects of halting circulation to the brain are
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critical, often leading to unconscicusness and
paralysis, and require immediate treatment.

An air embolism can also cause minimal
symptoms of neurological dysfunction such as
numbness or tingling of an arm or leg, weak-
ness of a body region, or vision, speech or hear-
ing loss, without loss of consciousness,

A diver may ascend without exhaling as a
result of any of the following:

Inadequate training

Careless ascent technigue

Careless depth control

Heavy work or distraction on ascent
Panic (not the most common cause)

Air embolism sometimes occurs unexpec-
tedly in divers with lung conditions which re-
sult in local air trapping. Although most lung
diseases can cause this problem, some common
conditions are the following:

any lung infections

lung cysts

tumors

scar tissue

mucous plugs
obstructive lung diseases

Without a medical exam, the diver may
not be aware of the risk, although some con-
ditions are undetectable. No breathing maneu-
vers decrease the risk of embolism if the diver
has one of these disorders.

All smokers have an increased risk of
having an air embolism during normal care-
ful ascents,

Symptoms

Dizziness

Visual blurring

Chest pain

Bloody froth from mouth or nose
Disorientation

Personality change

Paralysis or weakness
Numbness and tingling

00 1 S 050

Signs
1. Bloody froth from mouth or nose
2. Paralysis or weakness

8. Convulsions

4, Unconsciousness

5. Breathing may stop

6. Death
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Note: Symptoms and signs usually appear dur-
ing or immediately after surfacing and may
resemble a stroke,

Prevention

1. Always relax and exhale normally during
ascent.

2. Get a periodic medical examination by a
physician knowledgeable in diving medi-
cine.

Treatment

Early management of air embolism and
decompression sickness is similar and is cov-
ered on page XIV-2. Althongh a diver with an
air embolism reguires urgent recompression for
definitive treatment, patient stabilization and
early medical management at the nearest medi-
cal facility should be accomplished before trans-
portation to a chamber.

Early oxygen therapy is vital and may
reduce symptoms substantially, but this should
not change the treatment plan.

Recompression therapy of an embolism can
be effective even if delayed. Successful treat-
ment has occurred as much as two days late,
although early treatment is easier and more
effective.

Decompression Sickness

Cause

Decompression sickness (bends, caisson dis-
ease) is the result of inadequate decompression
following exposure to increased pressure. While
immediate recompression is not usually a matter
of life and death as in air embolism, serious in-
jury does occur and the quicker recompression
starts, the better the recovery.

During a dive, the body tissues absorb
nitrogen from the breathing gas in proportion
to the surrounding pressure. As long as the
diver remains at pressure, the gas presgents no
problem. If the pressure is removed too quickly,
the nitrogen comes out of solution and forms
bubbles in the tissues and blood stream. This
commonly occurs as a result of violating the
diving table limits.

Bubbles forming in tissues near joints
cause the pain of a classical “bend.” When high
levels of bubbles oceur in the veins, complex

Recognizing Underwater Diving Accidents

blood changes occur. Blood clotting in the veins
around the spinal cord causes numbness and
paralysis. Diffuse activation of the inflamma-
tory system in blood leads to pneumonitis symp-
toms in the lung ag well as circulatory shock.

The great individual variation between
divers caused by age, difference in physieal fit-
ness, body weight and other unknown factors,
sometimes results in the diver developing de-
compression sickness in spite of correct use of
the tables.

Symptoms

1. Unusual fatigue
2. Skin itch

3. Painin arms or legs

4. Dizziness

5. Numbness and paralysis
6

. Shortness of breath
Signs
1. Skin may show a blotchy rash

2. Numbnesg and paralysis

3. Staggering

4, Coughing spasms

5. Collapse or unconsciousness

Nofe: Symptoms and signs usually appear
within 15 minutes to 12 hours after surfacing;
in severe cases, symptoms may appear sooner,

Prevention

The United States Navy Dive Tables should
be used conservatively by all divers. The stan-
dard procedure is to select the depth in the
table equal to or next greater than the actual
depth. However, experienced navy divers often
select a table depth 10 feet deeper than called
for by standard procedure. This practice is
highly recommended, especially in cold water
or dives requiring heavy exertion.

Treatment

Just as in air embolism, decompression
sickness requires urgent recompression for
complete treatment. However, patient stabili-
zation and early medical care at the nearest
medical facility should be accomplished before
transportation to a chamber.

Early oxygen therapy may reduce symp-
toms substantially, but this should not change
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the treatment plan. Immediate oxygen breath-
ing by the injured diver must be emphasized
as a vital and highly effective measure. Divers
treated with early oxygen have a eonsiderably
better treatment outcome.

Recompression treatment of all forms of
decompression sickness can be effective, even
if delayed. Successful treatment has occurred
as much as four days later, although early
treatment is easier and move effective.

Nitrogen Narcosis

Cause

The effects of nitrogen on the diver have
been compared to those of alecohol. Just as
alechol impairs judgment and coordination,
nitrogen affects the diver as he reaches depths
of about 100 feet. Everyone is affected al-
though there is great individual wvariation.
The effects are often not recognized as the
diver becomes overconfident. This is especially
true of the “experienced” diver who may have
made dives beyond 100 feet without incident.

While experiencing narcosis, most divers
will be able to perform routine tasks with
some impairment, but they may not be able to
handle an emergency because of the rigid
thinking and deecrease in mental abilities.

Nitrogen narcosis often has unrecognized
warning symptoms and can be deadly. Nitro-
gen nareosis plays a2 major role in many diving
accidents and divers should be aware that all
are affected.

Symptoms

Rigid and 1nﬂex1b1e thinking

Loss of judgement

False sense of security

Lack of concern for job and own safety
Tendency to panie rather than to cope con-
structively

6. Near unconsciousness at great depth

9’:"'?’!“!“

Signs

1. Inappropriate behavior -
2. Repeating but not obeying hand signals

L2 ]

3. Stupor and coma

Treatment

Return to surface with controlIed ascent
and replan dive.
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Oxygen Poiscning

Cause

Although oxygen is required for life by all
living creatures, it can have toxic effects when
breathed at above normal pressures. The diver
using regular SCUBA equipment at reasonable
depths will not encounter this problem, but gas
density and heavy exertion can cause carbon
dioxide retention which makes divers more sen-
sitive to oxygen. This can produce oxygen con-
vulsions at depths past 140 feet.

Divers using modified gas mixtures with
concentrations of oxygen higher than air are
at risk at much shallower depths. A diver
breathing pure oxygen can have convulsions
as shallow as 25 feet.

Symptoms

Musele twitching in face
Nausea
Dizziness
Abnormal vision
Confusion

- Ringing ears

S U 00N

Signs

1. Twitching muscles

2. Decreased consciousness
3. Convulsion

4. Unconsciousness

Treatment

Early symptoms should be treated by sur-
facing. There is no satisfactory treatment of
underwater :convulsion - that avoids air em-
bolism or drowning. Use prudence and planmng
to avoid this catastrophe.

Carbon Dioxide Excess

Cause

Carbon dioxide buildup in the diver us-
ing conventional scuba equipment is caused
by skip breathing, over-exertion, or equipment
malfunection. This problem is more common in
divers using rebreathing equipment with car-
bon dioxide serubbers, however, the high gas
density of compressed air at depths over 100
feet can cause normally adequate regulators fo
perform poorly and lead to carbon dioxide
buildup.
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Heavily exercising divers deeper than 100
feet are therefore at risk for carbon dioxide
buildup.

Symptoms

Labored or rapid breathing
Short of breath feeling
Headache

Dizziness, nausea

Confusion and unclear thinking

A e

Signs

1. Slowed response
2, Muscle twitching
3. Unconsciousness

Treatment

The symptoms clear quickly after the
cause is removed, although a headache may
persist for hours. The diver who does not stop
and rest during the early symptoms, risks un-
consciousness at depth, which has no satisfac-
tory management and commonly leads fo em-
bolism or drowning.

Other Lung Pressure Problems

Overinfiation of the lungs is the eommon
cause of a number of disorders. A local pres-
sure buildup in part of the lung may damage
it and allow air to escape from the lung into the
circulation leading to air embolism. Air can also
escape from the lung into other nearby tissues
and cause three other disorders, pneumothorax,
mediastinal emphysema and subcutaneous em-
physema. These disorders can occur separately
or along with an air embolism, depending on
the exact nature of the lung injury. The occur-
rence of any of these disorders means that the
lung has been injured and an air embolism
should be suspected.

All of the causes of air embolistn men-
tioned on page XIV—4 may cause lung over-
pressure problems as well.

Pneumothorax

Cause

The lungs are not attached directly to the
chest wall but are kept expanded in the chest
cavity by negative pressure between the lung
and the chest wall. A lung can collapse if dam-

Recognizing Underwater Diving Accidents

age to the lung allows air to enter the chest
cavity and alter the negative pressure that
normally keeps the lung expanded.

Symptoms

1. Shortness of breath
2. Painin chest

Signs

1. Rapid shallow breathing
2. Blue skin, lips, fingernails

Treatment

A person with a pneumothorax does not
need recompression but needs medical treat-
ment. A physician will insert chest tube, with-
draw air from the chest cavity, and reinflate
the lung if necessary. A chest tube is needed
if recompression therapy is used for other
reasons,

Mediastinal Emphysema

Cause

Air may eseape from a damaged lung into
the space between the lungs which is called the
mediastinum and contains the heart and vari-
ous large blood vessels. This space extends
from the diaphragm to the neck.

Symptoms

1, Faintness
2. Shortness of breath
3. Pain in chest, usually under breasthone

Signs
1. Difficulty in breathing
2. Change in voice
Prevention
Breathe properly during ascent

Treatment

Observe for other problems and DO NOT
recompress the patient unless air embolism or
decompression sickness are also present.

Subcutaneous Emphysema

Cause

Air escaping from a damaged lung may
also be trapped under the skin, usually around
the neck.
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Symptoms

1. Feeling of fullness around neck
2. Change in voice

Signs
1. Swelling of base of neck

2. Difficulty swallowing
3. Crackling sound when skin is pressed

Treatment

This is usually not an emergenecy and no
treatment is needed. The patient should be ob-
served for other problems.

Ear Disorders

Caise

The commonest dive related ear problem
is infection but this is seldom part of a serious
accident. Serious ear injury is usually caused
by inadequate ear clearing on descent. Rupture
of the ear drum or a similar smaller membrane
covering the round window inside the ear can
result from descending over 4 feet with blocked
ears from forceful clearing attempts once the
ear is blocked.

These problems occur most commonly in
inexperienced divers who are also least able to
cope with the severe dizziness at depth which
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these injuries cause. This can lead to a much
more serious accident.

Ear clearing injuries are rare on ascent be-
cause the shape of the eustachian tube allows
gas to exit easily. Previously clearing problems
on descent may result in persistent eustachian
tube swelling, leading to greater ear clearing
difficulty on ascent. Dizziness on ascent or
shortly after a dive can also be caused by de-
compression sickness in a serious diving acci-
dent, ’

Symptoms

Dizziness

Nausea

Ear pain

Jaw or neck pain
Hearing difficulty

o g0 Do

Signs
1. Nystagmus

2. Traumatic ear drum damage
3. Hearing loss

Treatment

Physician assessment determines the
proper medical care. Serious ear damage should
be treated by a specialist consulting with an
experienced diving ENT physician.
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Appendix A
REFERENCE GUIDE: PHYSICAL EXAMINATION STANDARDS FOR
ORIGINAL ENTRY INTO THE U.S. MERCHANT MARINE

A. Introduction

Sinee the industrial revolution and the
advent of complex machinery society has
recognized the need of protecting the worker
from illness or injury in the working en-
vironment. Through the efforts of government,
labor organizations, management and private
agencies, laws were developed to assure a
safe and healthy workplace for employees.
Most of the efforts were directed toward work-
places ashore, relatively little attention being
paid to the health and safety of the maritime
industry or the seafarer at sea. ,

After exiensive hearings before the Con-
gressional Committee on Merchant Marine and
Figheries in 1978, a consensus of labor, man-
agement and government was reached that
U.S. Coast Guard regulations pertaining to
health and personal safety at sea were either
obsolete, inadequate, or poorly applied. To assist
the Coast Guard in revising, updating and
promulgating quality health standards, a col-
laborative group with membership from ship-
owners/operators, seafarers, shipping associa-
tions, U.S. Public Health Service, Maritime
Administration, and the U.S. Coast Guard was
formed, The group, titled the Seafarers’ Health
Improvement Program (SHIP), addressed the
problems of : '

1. Setting of Physical Standards
II. Personal Safety Aboard Ship
I1I1. Standards for the Ships Medicine Chest
and Medical Training
IV. Improvement of Medical Care Aboard
Ship and Ashore

Over a three year period, SHIP developed
recommendations for Entry Level Physical
Qualifications. The maritime community was
encouraged to develop and implement its own
maritime health standards which could be con-
sidered for adoption by reference.

Need

The recognition of the need for physical
entry level standards is not new. It has long

been realized that the seafaring environment is
arduous and exposes personnel to a multitude
of hazards to life and limb. It has always been
essential that the erew members be physically
fit to perform their duties, respond to emer-
gencies at sea and to reduce the potential in-
cidence of personal injury or illness when re-
mote from shore side medical facilities. The
health status of individual crew members is
one of many factors affecting the safe operation
of a ship. A ship at sea is dependent on the
continuing health and efficient functioning of
each of the crew. Illness or injury of a crew
member directly affects the well being of the
entire ship. It is impossible to find replace-
ments for crew members who become sick or
injured while at sea.

Objectives

The Entry Level Physical Standards which
follow were derived by SHIP in a collaborative
effort between seafarers, shipowners/operators
and governmental organizations. They are
aimed at providing a reference resource for
guidance of medical examiners to assure a uni-
formly applied method of evaluating an indi-
vidual’s physical capacity and emotional adapt-
ability for initial employment in the maritime
environment. The recommendations are based
solely on the necessity of the seafarer being able
to EFFECTIVELY and SAFELY perform the
duties of a given job without endangering him-
self /herself, the crew, or the safety of the
vessel. With that intent the conditions listed
were examined to ensure that the objective was
met.

The physical examination is of great im-
portance to the individual applicant, and to the
industry itself. The examiner should eonduct
the physical examination fo elicit sufficient
medical history and data from the applicant to
determine if he/she is disqualified under the
standards.

Applicability
The provisions of the entry level standards
may be applied to all persons in qualifying for
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shiphoard employment when first entering the
industry,

The standards apply until the applicant
completes six (6) months of actual seatime.
Conditions contained in this section, which are
not work related, and which become apparent
within the initial six months of employment
may be considered disqualifying as if they had
been discovered at the initial examination. At
this time, these standards are voluntary, but
represent the best medical judgment available,

Conformance to Standards

To be considered physically fit for entry,
the applicant will be examined aeccording to
established medical procedures to determine
and certify that the applicant is free of the dis-
qualifying conditions as listed in the Entry
Level Standards. The certification may satisfy a
condition of employment for the maritime in-
dustry. Examiners shall not disregard impair-
ments or disabilities which are disqualifying
in accordance with the Entry Standards listed.

The lists of causes for rejection are not
intended to be complete, but are representative,
A specific cause for rejection is to be considered
disqualifying only while such condition persists,
Following corrective medical action the appli-
cant may reapply for entry. An examinee who
fails to meet these standards shall be found fo
be disqualified.

The finding of a disqualifying condition
for shipboard employment in no way implies
inability to work ashore.

B. Disqualifying Conditions

1. General, Any disorder which is likely to
become life threatening or need acute defi-
nitive treatment,

a. Blood and Bloodforming Tissue Diseases
' (1) Anemia: as indicated by decreased
Hematoerit, or Hemoglobin or RBC
count, or morphology and RBC in-

dices (per TODD-SANFORD)
HCT: M: 40-54% F-38-47% HGB:
M: 185-18 gm/dl F: 12.0-16.0
gm/dl RBC; M: 4.6-6.2 F: 4.2-65.4
(a) Blood Loss Anemie. Blood loss
anemia, until condition and

basic cause are corrected.

App. A-2

(2)

(3)

(4)

(5)

(6)
(7)
(8)
(9)

(1)

(b) Deficiency Anemia. Deficiency
anemia, until both condition
and basic cause are correeted,

(c¢) Hemolytic Anemia., Hemolytic
anemia: abnormal destruction
of RBC'’s; faulty RBC con-
struction; hereditary hemo-
Iytic anemia; thalassemia ma-
jor; and, sickle cell anemia.

(d) Myelophthisic Anemie. Myelo-
phthisic Anemia: Myelomato-
sis, Leukemia, Hodgkin’s dis-
ease.

(e) Refractory Anemia. Primary
refractory anemia: aplastic
anemia, DiGuglielmo’s syn-
drome.

Hemorrhagic States. Hemorrhagic

states due to changes in coagulation

system (hemophilia, ete.), or due
to platelet deficiency, or due to
vascular instability.

Hyperlipidemias. Type IIA, (Es-

sential Familiar Hypercholestero-

lemia)

Leukopenia. Chronic or recurrent

leukopenia, associated with in-

creased susceptibility to infection.

WBC<3000 on 3 tests

Myeloproliferative Disease. Myelo-

proliferative disease (other than

leukemia); myelofibrosis; mega-
karyocytic myleosis; polycycthemia
vera, DiGuglielmo’s disease,

Splenomegaly. Splenomegaly until

the cause is remedied or determined

to be idiopathic.

Thromboembolic Disease. Recurrent

thromeembolic conditions.

Purpuras.

Hemoglobinopathies. Walden-

stroms, Heavy chain disease.

. Systemic Diseases

Non-Tuberculous Diseases. Derma-
tomyositis; lupus erythematosus,
acute, subacute, or chronic; Reiter’s
disease; sarcoidosis; diffuse type
scleroderma; progressive systemice
sclerosis; polyarteritis nodosa, De-
matomyositis, Gaucher’s disease,
Tuberculosis: (See also under
Lungs & Pleura)




(a) Active. Active tuberculosis in
any form or location and of
any degree or extent.

(b) History. History of tuberculo-
sis of a bone or a joint, geni-
tourinary organs, intestines,
peritoneum or mesenteric
glands at any time within the
past five years,

c. Malignant Diseases and Tumors, and
benign Tumors

(1)

(2)

Benign Tumors which interefere

with the functional job require-

ments or which would be aggravat-
ed by job required protective
clothing.

Malignant Disease and Tumors
(a) Diseases. Malignant disease of
all kinds in any location.

(b) Leukemin. Acute or chronic
leukemia of all types.

{c) Lymphomatae. Malignant
lymphomata.

(&) Tumeors. Malignant tumeors or
substantiated history thereof,
of any kind, unless successfully
removed 5 or more years pre-
viously.

d. Other Miscellaneous Conditions

(1)

(2)

(3)

(4)

Allergic Manifestations. Bona fide
history of severe systemic (as op-
posed to local), allergic reaction to
insect bites or stings. Bona fide
history of severe generalized re-
action to common foods (i.e., milk,
eggs, beef, and pork).

Chemical Intoxication. Industrial
solvent and other e¢hronic chemical
intoxication, ineluding carbon bi-
sulfide, trichloroethylene, earbon
tetrachloride, and methyl cello-
solve. (Consult Toxic Chemical
Manual and see poisoning and ra-
diation exposure below.)

Cold Injury. Residuals of cold in-
jury (example: frosthbite, chilblain,
immersion foot, or trench foot)
such as deep-seated ache, pares-
thesia, hyperhidrosis, easily trau-
matized skin, eyanosis, or ankylo-
sis.

Deformity. Any deformity which

(8)
(6)
(7)

8)

(9)

(10)

(11)

(12)
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impairs general functional ability
to such an extent as to prevent
satisfactory performance of em-
ployment requirements.

Muyecotic Infection. Mycotie infec-
tion of internal organs.

Myositis, Severe, chronic myositis
or fibrositis.

Obesity. Of greater than 23% body
fat as determined by multifocal
skin fold measurement.

Chronic Diseases. All diseases and
conditions which are not easily
remediable or that tend physically
to incapacitate the individual, such
as: chronic malaria or malarial
cachexia, rheumatoid arthritis, tu-
berculosis, leprosy, actinomycosis;
osteomyelitis, hemophilia, pur-
pura, pernicious anemia, sickle cell
anemia, or trypanosomiasis. In-
cluding nutritional disorders, vita-
min deficiency disorders, anorexia,
globus hystericus.

Parasitic Infestations, Amebiasis;
schistosomiagis; uncinariasis
(hookworm associated with ane-
mia, malnutrition, etc., if more
than mild ; and other similar worm
or animal parasitic infestations,
including the carrier states there-

of.
Poisoning. Chronic metallic poi-

soning, especially beryllium, man-
ganese and mercury. Undesirable
residuals from lead, arsenic, or
silver poisoning. (Also see chemi-
cal intoxication & radiation, ioniz-
ing, exposure.)

Pyrexia. Heat pyrexia (heat
stroke, sunstroke, etc.). Evidence
of predisposition (includes dis-
orders of sweat mechanism and
previous serious episode), recur-
rent episodes requiring medical
attention, or residual injury re-
sulting therefrom (especially car-
diac, cerebral, hepatic, and renal),
Radiation, ionizing, exposure:
Long-term accumulation of com-
bined whole body dose equivalent
shall not exceed (N-18) 5 REMS,
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where N = chronological age.
(Health Protection Of Radiation
Workers, c.c Thomas Publishers,
1975 Ed.)

{13) Residuals. Residuals of tropical
fevers and various paragitic or
protozoal infestations which in the
opinion of the medical examiner
preclude the satisfactory perform-
ance of job requirements.

(14) Orthopedic Hardware or Surgical
implants. Breast implants, penile
implants, plates, pins, screws, ete.,
used in the body for the correction
of fractures, congenital defects, or
for any other reason, are not dis-
qualifying, if otherwise suitable;
excludes medicinal and radiation
emitting device implants.

2. The Head, Face, Neck, and Scalp

a.

App. A-4

Abnormalities. Abnormalities which are
apparently temporary in character re-
sulting from recent injuries until a pe-
riod of 3 months has elapsed. These in-
clude severe contusions and other
wounds of the scalp and cerebral con-
cussion.

. Cicatrices. Extensive cicatrices, espe-

cially such adherent scars as show a
tendency to break down and ulcerate or
limit hand or limb meotion.

. Deformities :

(1) Deformities of the skull in the
nature of depressions, exostoses,
ete., of a degree which would pre-
vent the wearing of safety head-
gear,

. Depressions. Depressed fractures near

central sulcus with convulsive seizures,
Other depressed fractures or other de-
pressions unless the examiner is cerfain
the defect is slight and will cause no
future trouble.

. Hernia. Hernia of the brain,

Loss of Bony Substance. Loss or con-
genital absence of the bony structure of
the skull unless the examiner is certain
the defect is slight and will eause no
future trouble. Absolutely disqualifying
if:
(1)} Area exceeds 25 square centimeters
and overlies the motor or cortex or

g.

dural sinus, unless covered with a
permanent suitable, practical plate
or protective device,

(2) There is evidence of alteration of
brain function in any of its several
spheres (intelligence, judgment,
perception, behavior, motor control,
sensory function, ete.}.

(3) There is evidence of bone degenera-
tion, disease, or other complications
of such a defect.

Moxillary Bones and Mandible. Ununited
fractures of the maxillary bones, de-
Tormities of either maxillary bone in-
terfering with mastication or speech,
extensive exostosis, necrosis, or osseous
cysts, Chronic arthritis of the temporo-
mandibular articulation, bady reduced
or recurrent dislocations of this joint,
or ankylosis, complete or partial, pre-
cluding a snitable degree of mastication
to maintain vigor & nutritional status
on a normal shipboard menu.

Neuralgia and Paralysis. Persistent neu-

ralgia, or incapacitating tic doulou-

reux or paralysis of central nervous
origin.

i. Ossification. Imperfeci ossification of the

eranial bones or persistence of the an-
terior fontanelle.

j. Conditions of the Neck

(1) Adenitis. Cervieal adenitis of other
than benign origin, including can-
cer, Hodgkin’s disease, leukemia,
tuberculosis, syhpilis, ete.

(2) Adenoma. Thyroid adenoma inter-
fering with breathing; exophthal-
mic goiter or thyroid enlargement
from any cause associated with tox-
ic symptoms, or ocular symptoms.

(3) Cysts. Congenital cysts of bronchial
cleft origin or those developing
from the remnants of the thyro-
glossal duct, if draining or other-
wise symptomatie.

{4) Fistula. Fistula, chronic draining,
of any type. Tracheal openings;
thyroglossol or cervical fistulae.

(5) Motility., Restricted motility suffi-
cient to limit the normal range of
motion.

(8) Scars. Adherent sears from disease,




N

(8)

injuries or burns, interfering with
function.

Thoracic outlet syndromes: Cervi-
cal ribs if symptomatic, scalenus
anticus, ete.

Torticollis. Torticollis, nonspastic
contraction of the muscles of the
neck to the extent that it interferes
with wearing equipment. Spastic
contractions of the muscles of the
neck, persistent and chronic.

3. The Nose, Sinuses, Mouth and Throat
a. Conditions of Nose

(1)
(2)

(3)

(4)

(5)

(6)

Choana. Choana, artesia, or steno-
sis of, if symptomatic.
Deformities. Loss of the nose, mal-
formation, or deformities thercof
that interfere with speech or
breathing, or extensive ulcerations.
Inflammation. Atrophic rhinitis.
Sjogren’s Syndrome. Acute or
chronic inflammation of the acces-
sory sinuses of the nose; hay fever
or allergic rhinitis, if more than
mild, ineapacitating, and if there
is associated hyperplastic sinusitis
or nasal polyps, or a history there-
of, when in the opinion of the
examiner, the condition is likely to
frequently recur, or to cause more
than minimal loss of time from
duty or otherwise is of present or
future clinieal significance.
Obstruction. Nasal obstruction due
to septal deviation, hypertrophic
rhinitis, or other causes, and par-
ticularly if sufficient to produce
mouth breathing, and requiring
chronic care.

Perforation. Perforated nasal sep-
tum if considered causative of
symptoms or local patheology, or
likely to do so; if associated with
interference of function, ulceration
or crusting, and when progressive.
Sinusitis. Chronic sinusitis, if not
amenable to therapy; for example,
if evidenced by chronic purulent
nasal discharge, large nasal polyps,
hyperplastic changes of the nasal
tissues and other signs and symp-
toms, or if confirmed by transillum-

(7)
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ination or x-ray examination or
both.

Anosmie. If unable to detect fumes
and smolke.

b. Conditions of the Mouth and Throat

(1)

Adenoids. Posinasal adenoids inter-
fering with respiration or asso-
ciated with middle-ear disease.

(2) Deformities:

(3)

(4)

(5)

(6)
(7)

(8)

(2) Lip. Harelip, unless adequately
repaired; loss of the whole or
large part of either lip; muti-
lations of the lips from wounds,
burns or disease that interferes
with speech and normal eat-
ing; perforation or extensive
loss of substance or ulceration
of the hard or soft palate to
the pharynx, or paralysis of
the soft palate.

(b) Pharynz. Malformation or de-
formities of the pharynx of
sufficient degree to interfere
with function.

(¢) Tongue. Malformation, partial
loss, atrophy, or hypertrophy
of the tongue; split or bifide
tongue or adhesions of the
tongue to the sides of the
mouth; if these conditions in-
terefere with  mastication,
speech, or swallowing, or ap-
pear to be progressive.

Esophagus. Organic diseases of

esophagus such as nlcerations, va-

rices: achalasia; peptic esophagitis;
if confirmed by appropriate X-ray
or esophagoseopic examination.

(See Gastrointestinal conditions)

Laryngeal Paralysis. Laryngeal pa-

ralysis, semsory or motor, due to

any cause, with history of recurrent
aspiration pncumonia, or aphonia.

Pharyna. Organic disease of such

as neoplasm, polyps, granuloma,

ulceration, and chronic laryngitis/
pharyngitis not amenable to ther-
apy.

Salivary fistula.

Stomatitis. Marked stomatitis, or

ulcerations, or severe leukoplakia.

Tonsils. Markedly diseased tonsils.
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(9) Trachea. Tracheostomy or tracheal
fistula,

4. The Fars (General) and Drums
a. Auditory Canal:

(1) Atresia. Atresia or severe stenosis

quire frequent and prolonged treatment.

g. The Eqrs (General) and Drums—

Hearing Loss, Deafness:
{1) The minimal acceptable audimetrie
hearing level for employment:

of the external auditory canal, if International Standard
complicated by hearing loss and Organization (ISO)
frequent infections. Cycles per

{2) Otitis. Severe external otitis, acute
or chronie.

(8) Tumors. Tumors of the external
auditory canal,

second (hz) Both Ears

500 Loss to the extent that
1000 Average of the 8
2000 readings (4 per ear)

b. Mastoids: 3000 in the speech fre-
(1) Fistula. Mastoid fistula. 4000 quencies is not
(2) Mastoiditis, Acute or chronic mas- greater than thirty

oL 0

toiditis,

. Meniere's Syndrome
. Middle Ear

(1) Otitis Media:

(a) Adhesive Otitis Media. Adhe-
sive otitis media associated
with hearing loss by audio-
metric test of 25 dB. or more
average for the speech fre-
quencies (500, 1000, and 2000

(80) decibels with no
Loss level greater
than thirty five (85),
and no greater than
55 (each ear).

or if the average of the three
speech frequencies is greater than
30 decibels (ISO), re-evaluate the
better ear only in accordance with

cycles per second in either ear the following:

regardless of the hearing level 500 hz 30 decibels
in the other ear until condition 1000 hz 25 decibels
cleaved. (See Hearing for Resi- 2000 hz 25 decibels
dual Standard) 4000 hz 35 decibels

(b) Serous Otitis Media. Acute or
chronic serous otitis media, in-
dicated by grayish, thickened
drum(s).

(¢) Suppurative Otitis Media.

(2) The poorer ear may be totally deaf.

(3) Marginal questionable cases may
require testing by masking, and
testing for speech discrimination.

5. The Eyes (General), Ophthalmoscopic, and
Pupils
a. Conjunctivae:

Acute or chronic suppurative
otitis media.

e. Tympanic Membrane:

(1) Perforation. Open marginal or cen-
tral perforations of the tympanic
membrane, and attie perforation
in which cholesteatoma is present
or suspected.

(2) Searring. Severe scarring of the
tyvmpanic membrane associated
with hearing loss below entry
standard of hearing,

Miscellaneous. Any acute or chronic

digease of the external, middle, or in-

ternal ear, Other diseases and defects
of the ear which obviously preclude
satisfactory job performance which re-

App. A-6

(1) Conjunctivitis. Chronic conjuncti-
vitis including vernal catarrh and
trachoma. Allergic conjunctivitis
particularly if there is associated
hyperplastic sinusitis or nasal
polys, or a history thereof, when
in the opinion of the examiner, the
condition is likely to frequently re-
cur, or to cause more than minimal
time away from job or otherwise
is of present or future clinical sig-
nificance.

(2) Pterygium: Pterygium encroaching
on the visual field




b. Cornea:
(1) Dystrophy. Corneal dystrophy of

any type including keratoconus of
any degree.

(2) Keratitis. Acute or chronic kera-

titis.

(8) Staphyloma.

(4) Ulcer. Corneal ulcer; history of re-

current ulecers or corneal abrasions
{including herpetic ulecers).

(5) Vascularization. Vascularization or

opacification of the cornea from
any cause which interferes with
visual funetion or is progressive.

¢. Iris or Pupils

(1)

(2)

(3)

Colobome. Extensive coloboma of
the choroid or iris, absence of pig-
ment (albino), glaucoma, iritis, or
extensive or progressive choroid-
itis of any degree.

Irregularities. Irregularities in the
form of the iris, or anterior or pos-
terior synechia sufficient to reduce
the visual acuity below the stan-
dard.

Reactions. Loss of normal pupillary
reflex reactions to light or accom-
modation to distance.

d. Lens:

(1)

. (2)

(3)

Aphakia. Unilateral or bilateral
aphakia.

Dislocation. Partial or complete dis-
location of a lens.

Opacities. Opacities of the lens or
its capsule which interferes with
vision or which are considered to be
progressive cataracts of any degree.

e. Lids:

(1)

(2)

. (3)

(4)
(5)

Destruction. Complete or extensive
destruction of the lids sufficient to
impair protection of the eye from
exposure; and adhesions of the
lids to each other or to the eyeball.
Epiphora. Epiphora, chronic dac-
ryocysitis, or lachrymal fistula.
Inversion/Eversion. Inversion or
eversion of the eyelids sufficient to
cause watering of eyes (entropion
oy actropion).

Lagophthalmos.

Trichiasis. Trichiasis, ptosis, bleph-
arospasm, or chronic blepharitis.
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f. Optic Nerve:

(1)

Atrophy. Optic atrophy (primary
or secondary).

(2) Neuritis. Optic neuritis, neuroretin-

(3)
(4)

itis, or secondary optic atrophy
resulting therefrom; or history of
attacks of retrobular neuritis.
Papilledema.

Pathology.  Congenito-hereditary
conditions of the optic nerve or any
other central nervous system path-
ology affecting the efficient fune-
tion of the optic nerve,

g. Retina: Any of the following which
have impaired vision below the stan-
dard.

(1) Angiomatoses. Angiomatoses, phak-

(2)

(3)

(4)

omatoses, retinal eysts, and other
congenito-hereditary conditions.
Degenerations. Degenerations of
the retina to include macular dis-
eases,” macular cysts, holes, and
other degenerations (primary and
secondary).

Detachment, Detachment of the re-
tina or history of surgery for same,
unless successful.

Inflammation. Inflammation of the
retina (retinitis or other inflam-
matory conditions of the retina to
inelude Coat’s disease, diabetie re-
tinopathy, Eales’ disease, and retin-
itis proliferans, and pigmentosa).

h. Uveal Tract. Inflammation of the uveal
tract except healed traumatic choroid-

itis.

i, Miseellaneous Eye Defects and Diseases:
if causing impairment of visual function
and/or not meeting acuity standards.

(1) Abnormalities. Abnormal condi-

tions of the eye due to diseases of
the central nervous system. Ab-
normal condition of the eye due to
disease of the brain, or incapaci-
tating abnormality, or acute or
chronic disease of either eye.

(2) Absence. Absence or disorganiza-

tion of either eye.

(3) Asthenopia
(4) Ezxophthalmos. Unilateral or bi-

lateral exophthalmos fo a degree
which would allow frequent and
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i.

App. A-B

chronic irritation/inflammation of
the eyes.

(5) Foreign Body. Retained intraocu-
lar foreign body, unless of no clin-
ical gignificance.

(6) Glaucoma. Primary or secondary
glaucoma.

(7) Hemianopsia. Hemianopsia of any
type.

(8) Organic Disease. Any organic dis-
ease of the eye or adnexa not
specified herein which threatens
continunity of vision or impair-
ment of visual function.

(9) Residuals, Residuals of old con-
tusions, lacerations, penetrations,
ete., which impair visual function
required for satisfactory job per-
formance.

(10) Contact Lenses. If they are the
exclusive means of correcting er-
rors of refraction or other abnor-
malities to acceptable standards,
i.e. must aiso be correctable with
standard spectacles.

(11) Visual Field (see chapter II for
method of testing indicated). Ab-
normal condition of the visual field
due to disease. Contraction of
visual field, “tunnel vision.” Large
or central scotomata.

(12) Night blindness, by history.

Ocular Motility
(1) Conditions of Ocular Motility
(a) Diplopia. Constant or inter-
mittent diplopia from any
cause or of any degree inter-
fering with visual funetion.
Monocular diplopia interfering
with visual function.
{b) Nystegmus. Pronounced nys-
tagmus.
(¢} Strabismus, Surgery for the
correction of stabismus with-
in the preceding 6 months.

Esotropia > 4 diopters prism
convergence

Exotropia > 2 diopters prism
convergence

k. Visual Acuity:
Entry Level:

Deck personnel: Binocular visual
efficiency (BVE)

corrected to 96 %.
Engineering: BVE corrected to
88%.
Stewards: BVE corrected to
T4%.

Correction must be with standard eye
glasses. The degree of refractive error
over a plus or minus 8.00 is disqualify-
ing. In addition to these limitations, the
difference in the refractive errors in any
meridian of the two eyes (anisometro-
pia) may not exceed 3.5 diopters. Cylin-
der correction may not exceed plus or
minus 3.0 diopters. (Supply a code of
current eye glass prescription with the
report of physical examination.)

l. Color Perception: Testing of color per-
ception will be by PIP plates or Farns-
worth Lantern ag appropriate,

Entry: All applicants for original li-

cense or documentation, except stewards,

are required to be able to identify basic
red, green and white points of lights.

6. The Lungs and Chest: (Where and when
indicated by -history and/or physical find-
ings, support or confirm the disease entity
with pulmonary funetion values.) (See
d{16) below)

a. Miscelluneous
(1) Abscess. Acute abscess of the lung.
(2) Bronchitis. Acute bronchitis until

the condition is cured.

{3) Foreign Body. Foreign body of the
chest wall causing symptoms.

(4) Fractures. Recent fracture of ribs,
sternum, clavicle, or scapula or
malunion or non-union that com-
promises functional requirements.

(b) Lesions. Traumatic lesions of the
chest or its contents.

(6) Mycotic Disease. Acute mycotic dis-
ease of the lung, such as coccidioid-
omycosis and histoplasmosis.

(7) Pleurisy. Acute fibrinous pleurisy
associated with acute non-tuber-
culous infection.

(




(8)

b. The
(1)

(2)
(3)

(4)
c. The
(1)

(2)

(3)
(4)

(5)

Preumonia. Acute nontuberculous
pneumonia.

Bronchi

Asthma. Asthma or history of as-
thma, including so called “child-
hood” asthma, unless there is a
trustworthy history of freedom
from attacks since the 12th birth-
day and provided that attacks prior
to that time were not severe or
prolonged and did not require ex-
tensive therapy.

Bronchieclasis

Bronchitis. Chronic bronchitis if
with evidence of pulmonary func-
tion disturbance; oy if more than
mild and does not respond to ther-
apy. (FEV, <70% of FEV).
Fistule., Bronchopleural fistula.
Chest Wall and Breasts
Contractions. Pronounced contrac-
tions or markedly limited mobility
of the chest wall following pleurisy
or empyema.

Empyema. Acute or chronic em-
pyema, residual sacculation or un-
healed sinuses of the chest wall
following operation for empyema.
Scars of old operations for empy-
ema unless the examiner is assured
that respiratory function is en-
tirely normal.

Mastectomy. See under benign or
malignant tumors, specifications.
Mastitis. Acute mastitis; chronic
cystic mastitis, if more than mild,
or new mass in breast until defined
and evaluated under benign or ma-
lignant tumor specifications (b-1-¢).
Sinuses. Unhealed sinuses of the
chest wall.

d. The Lungs and Pleura
(1) Abscess. Chronic abscess of the

lung.

(2) Bleb formation. On x-ray, see

(3)

pneumothorax.

Caleification. Extensive calcifiica-
tion as evidenced by X-ray of the
pleura, lung parenchyma or hilum,
if of questionable stability or of
such size and extent as to interfere
with pulmonary function.

(4)

(5)

(6)
(7)

(8)
€2)]

(10)

(11)

(12)

(13)

(14)

(15)
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Chronic obstructive pulmonary
disease. If progressive, complicat-
ed and PFs below limits.

Cysts. Cystic disease of the lung.
Hydatid or echinococcus cysts of
the lung.

Emphysema. Bullous or general-
ized pulmonary emphysema.
Foreign Body. Foreign body in the
lung or mediastinum causing
symptoms or active inflammatory
reaction. ,
Hydrothorax or Hemothoraz.
Infiltration. Pulmonary infiltration
of undetermined origin.
Lobectomy. History of lobectomy
or pneumonectomy, unless well
compensated in function, (perfu-
sion & ventilation) (FEV, <70%
of FEV)

Mpycotic Disease. Mycotic diseases
of the lung, chronie, residual cavi-
tative or more than a few small-
sized inactive and stable residual
nodules demonstrated to be due to
mycotic disease. Actinomyeosis,
nocardiosis, aspergillosis, or histo-
plasmosis if there is reason to
suspect recent activity of the dis-
ease process. ’
Pleurisy. Acute or chronic pleuri-
sy, pleurisy with effusion of unde-
termined origin, or history there-
of within the preceding 5 years.
Pleuritis. Chronic fibrous pleurisy
of sufficient extent as to interfere
with pulmonary function or ob-
scure the lung field in the roent-
genogram, X-ray evidence of fi-
brous or serofibrous pleurisy,
except moderate diaphragmatic
adhesions with or without blunt-
ing or obliteration or the costo-
phrenic sinus.

Preumoconiosis. Pneumoconiosis;
extensive pulmonary fibrosis from
any cause, producing dyspnea on
exertion; includes asbestosis.
Preumothorax. Pneumothorax;
recurrent spontaneous pneumo-
thorax within the preceding three
years, lacking pulmonary work up,
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and having evidence of blebs on

x-ray.

(16) Pulmonary Functions: If FEV1
< 70% on screening, and blebs on
x-ray: until and unless full test,
including blood gases, shows ac-
ceptable saturations and compen-
sated function.

(17) Sarcoidosis. Sympltomatic com-
promised pulmonary function, and
legs than 3 years since successful
treatment.

{18) Tuberculosis Lestons:

(a) Active Tuberculosis. Active
tuberculosis in any form or
location and of any degree or
extent, _

(b) Pulmonary Tuberculosis. A
history of pulmonary tuber-
culosis clinically active within
the past 5 years. Evidence of
reinfection active or inactive,
other than slight thickening
of the apical pleura of thin
solitary fibroid strands as
evidenced by X-ray findings.

e. Miscellaneous Defects -and Diseases

(1) Chest Expansion. A chest expan-
sion of less than 2 inches, unless
the examiner feels the expansion is
consistent with the examinee’s size
and is not indicative of restrictive
or obstructive pulmonary disease or
other underlying pathology.

(2) Malformation. Congenital malfor-
mations or acquired deformities
which result in reducing the chest
capacity and diminishing the res-
piratory function to such a degree
as to interfere with physical job
requirement,

(8) Osteomyelitis. Osteomyelitis of rib,
sternum, clavicle, scapula, or ver-
tebra.

(4) Periostitis, Suppurative periostitis,
or caries, or necrosis of the rib,
sternum, clavicle, scapula, or ver-
tebra.

(5) Scapule. Deformities of scapulae
sufficient to interfere with function.

7. The Heart and Vascular System
a. Abnormalities. Any disease or defect
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rendering an American Heart Associa-
tion (AHA), classification of III or
more. Uncomplicated dextrocardia and
other minor asymptomatic anomalies
are acceptable. Such as: Small intraven-
tricular septal and intratrial septal de-
fects without shunt.

. Aneurysm. Aneurysm of any variety in

any situation,

. Arrhythmias. Major cardiac arrhythmia

or irregularity; history of paroxysmal
tachycardia, or auricular fibrillation or
flutter ; electrocardiographic evidence of
atrial tachycardia, flutter, or ventricular
tachycardia or fibrillation, regardless of
control by medication or insertion of a
pacemaker.

. Circulatory Instability. Marked circula-

tory instability as indicated by ortho-
static hypotension, persistent tachy-
cardia, severe peripheral vasomotor dis-
turbances and sympatheticotonia.

. Claudication. Intermittent claudication.
. History. History or evidence of peri-

carditis, endocarditis, myocarditis, an-
gina pectoris, coronary occlusion, or
coronary atherosclerosis, except for his-
tory of a single acute idiopathie or
coxsackie pericarditis with no residuals.

. Hypertension. Arterial hypertension, es-

sential hypertension, pulmonary (hyper-
tensive vascular disease). Hypertension
evidenced by preponderant (majority)
readings of 140 mm or more systolic or
a preponderant diastolic pressure of
over 90 mm is cause for rejection unless
controllable to 140 or under and 90 or
under by commonly available, low dose
medication and unless no evidence of
eye ground changes, cardiac enlarge-
ment or kidney involvement exists. It is
essential that the blood pressure read-
ings be taken with the proper width
cuff. The thick, very muscular arm as
well as an obese arm will render a
falsely elevated blood pressure reading
if a wider cuff is not used. Where other
than the regular cuff is used, state:
“Readings obtained with ‘“thigh” or
“pediatric cuft” ete.

. Hypertrophy. Hypertrophy or dilation

of heart. Care should be taken to dis-




tinguish abnormal enlargement from in-
creased diastolic filling as seen in the
well-conditioned subject with a sinus
bradycardia.

i. Hypotension. Arterial hypotension if it

is causing, or has caused, symptoms,
i.e., syncopal episodes (see seizures un-
der neuro).

i. Lesions. Congenital or acquired lesions

of the aorta and major vessels, such as
syphilitic aortitis, demonstrable athero-
sclerosis which interferes with circula-
tion, congenital or acquired dilation of
the aorta (especially if associated with
other features of Marfan’s syndrome),
and pronounced dilatation of the main
pulmonary artery.

(1) Rhewmatic Fever. History of rheu-
matic fever or chorea within the
past 5 years, or a history of more
than one attack of rheumatic fever
or chorea at any time or P-R inter-
val > .22 seconds.

(2) Surgery. History of any cardiac
surgery other than pericardial and
correction of congenital atrial and
ventricular septal defects. (Appli-
cant to supply operative summary).

(8) Tachycardia. History of paroxy-
smal tachycardia. Persistent tachy-
cardia with a resting pulse of 100 or
more, regardless of cause.

(4) Thrombophlebitis. History of
thrombophlebitis with persistent
thrombus or evidence of circula-
tory obstruction or deep venous in-
competence in the involved veins.
Recurrent thrombophlebitis.

(5) Varicose Veins. Varicose veins, if
more than mild, or if associated
with edema, skin ulceration, or
residual scars from ulceration.

(6) Vascular Diseases. Peripheral vas-
cular disease including Raynaud’s
phenomena, Buerger’s disease
thromboangiitis obliterans), eryth-
romelalgia, arteriosclerotic and dia-
betic vascular diseases; acrocya-
nosis. Special tests should be em-
ployed in doubtful cases.

8. The Abdomen and Viscera.
a. Abdominal Walls. Wounds, injuries, ci-
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catrices, or muscular ruptures of the
abdominal wall sufficient to interfere
with function. Sinuses of the abdominal
wall.

. Bleeding. Any G.I. bleeding evidenced

by frank or occult blood by hematest
and hematological studies until re-
golved ; if more than one episode in past
5 years,

. Cholecystectomy. Sequelae of cholecys-

tectomy such as post-operative stricture
of the common bile duct, reforming of
stones in hepatic or common bile ducts,
or incisional hernia, or post-cholecys-
tectomy syndrome when symptoms are
g0 severe as to interfere with normal
job performance or require medical at-
tention.

. Cholecystitis, Acute or chronic, with or

without cholelithiasis.

., Colostomy. If post colostomy, see re-

strictions.

. Cirrhosis. Cirrhosis regardless of the

absence of manifestations such as jaun-
dice, ascites or known esophageal vari-
ces: abnormal liver function tests with
orwithouthistory of chronic alcoholism.
(See Hepatitis and Jaundice below.)
Include Gaucher’s, Hemochromatosis,
Von Gierke’s, Wilson’s, diseases.

. Diseases: Diseases of spleen, and

chronic disease of the stomach or in-
testine or a history thereof, including
such diseases as regional ileitis, ulcera-
tive colitis, and diverticulitis, mega-
colon, regional enteritis, malabsorption
sydromes, symptomatic diverticulosis,
adult celiac disease, lactose intolerance.
Irritable colon of more than mild occur-
rence and symptoms.—Amyloidosis—

. Enlargement. Chronic enlargement of

the liver; chronic enlargement of the
gpleen, if marked, until proven idio-
pathiec,

i. Fistula. Fistula or sinuses from visceral

or other lesions or following operation.

i Gastritis. Chronic severe hypertrophic

gastritis.

. Hepatitis. Hepatitis within the preced-

ing 6 months, or persistence of symp-
toms after a reasonable period of time
with impairment of liver function.
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t.

Hernia. Hernia of any external variety.
History of operation for hernia within
the past 60 days.

. Jaundice. Jaundice or history of recur-

rent jaundice.

. Obstruction. Intestinal obstruction, or

history of more than one episode if
either occurred during preceding 5
years, or if resulting condition remains
which produces significant symptoms or
requires treatment.

. Pancreatitis, or history.
. Peritonitis. Chronic peritonitis or peri-

toneal adhesions.

. Resections. Gastric or bowel resection;

resection of peptic ulcer; gastroenter-
ostomy, with chronic sequelae and if
less than 6 months.
Sears. Abdominal scars, regardless of
cause, which show hernial bulging or
which interfere with movements., Scar
pain, if severe or causing persistent or
recurring complaints or if associated
with disturbance of function of ab-
dominal wall or contained viscera,

Splenectomy. Splenectomy, except when

accomplished for the following:

(1) Travma.

(2) Causes unrelated to disease of the
spleen.

(8) Hereditary spherocytosis.

(4) Disecase involving the spleen when
followed by correction of the con-
dition for a period of at least 2
years.

Uleers. Symptomatic TUleer

stomach or duodenum.

of the

9. The Anus and Eectum

a.

b.

rh p

. Hemorrhoids,

Amoebiasis. Amoebiasis, uncinariasis.
Figsure. Fissure of the anus or pruritus
ani.

Fistulo. Fistula in ano or ischiorctal
abeess.

External hemorrhoids
sufficient in size to produce marked
symptoms; internal hemorrhoids, if
large or accompanied by hemorrhage, or
protruding intermittently or constantly.
Incontinence. Incontinence of feces.
Proctitis.

. Stricture. Stricture or prolapse of the

rectum.
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10. The Endocrine System

a.
b.

= -]

1

Addison’s Disease

Adiposogenital Dystrophy. Frohlieh’s
syndrome.

Diabetes Imsipidus. and inappropriate
ADH syndrome.

. Diabetes Mellitus, if on any medication

or evidence of glycosuria. Renal glyco-
suria is not disqualifying.

Gigantism. Gigantism or acromegaly;
Cushing’s syndrome; other diseases be-
cause of a disorder of the pituitary
gland.

Goiter. Toxie goiter; thyrotoxicosis;
simple goiter or thyroid adenoma with
pressure symptoms, hypothyroidism or
hyperthyroidism.

. Gout, symptomatie.
. Hyperinsulinism. Symptomatic hyperin-

sulinism.

. Parathyrotdism. Hyperparathyreidism

and hypoparathyroidism when the diag-
nosis is supported by adequate labora-
tory studies.

. Hypopituiterism. Severe hypopituitar--

ism.

. Nutritional Deficiency. Nutritional defi-

ciency diseases (including sprue, beri-
beri, pellagra, and scurvy).
Pancreatitis, pancreatic cyst.

11. The Genttourinary System

a.

Genitourinary Defects of Females

(1) Cysts. Ovarian cysts if persistent
and likely to require medical at-
tention.
Dysmenorrhen. Dysmenorrhea, in-
capacitating to a degree which
necessitates recurrent absences of
more than a few hours from rou-
tine activities.
Endometriosis. Endometriosis or
history thereof, and likely to re-
quire medical or surgical atten-
tion.
Growths. New growths of the gen-
italia except single uterine fibroid,
subserous, asymptomatic, less
than 8 centimeters in diameter,
with no general enlargement of
the uterus.
Infections. Bartholinitis; cervici-
tis, manifested by leukorrhea;

(2)

(3)

(4)

(5)




(6)

(7)

(8)
(9)

(10)

an

(12)

oophoritis, salpingitis; or skenei-
tis.

Menopausal  Syndrome. Meno-
pausal syndrome, either physio-
logic or artificial, if manifested by
more than mild constitutional or
mental symptoms; and all cases
of artificial menopause if less than
13 months have elapsed since ces-
sation of menes. In all cases of
artificial menopause, the clinical
diagnosis will be reported.
Menstrual Cycle. Trregularities of
the menstrual cycle ineluding men-
orrhagia if excessive; i.e., 10 days,
metrorrhagia if excessive; poly-
menorrhea; amenorrhea, except
as noted under menopausal syn-
drome above.

Pregnancy

Uterus

(a) Cervical Defects. Cervical
polyps, cervical -ulcer, or

marked cervical erosion.
(b) Endocervicitis. Endocervicitis
if more than mild.
(¢) Uterine dysplasia.
Vagina. Acute or chronic vagini-
tis. Vaginal dysplasia, mucosal
leukoplakia until biopsied and
negative report, cystocele, recto-
cele, procidentia.
Vulva. Acute or chronic vulvitis.
Leukoplakia, until biopsied and
negative report.
Results of PAP test which are
Class II, or higher, must be as-
sessed by biopsy.

b. Genitourinary Defects of Males

(1)

(2)

Epispadias. Epispadias or hypospa-
dias, if accompanied by infection of
the urinary tract.

Infantile Organs. Infantile genital

“organs, if interferes with urinary

(3)

(4)

function.

Penis. Amputation of the penis, if
the resulting stump is not sufficient
to permit normal micturation with-
out infection.

Prostate. Hypertrophy, abscess, or
chronie infection of the prostate
gland, with systemic symptoms and

(5)

(6)
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gross urinary retention.

Testicles:

(a) Enlargement. Undiagnosed en-
largement or mass of festicle
or epididymus,

(b) Non-Descent. Undescended tes-

ticle.
(¢) Owrchitis. Chronic orchitis or
epididymitis,

Va,_ricocele. Varicocele or hydrocele,
if large or painful.

c. Genitowrinary Defects Common to Both
Sexes

(1}

(2)

(3)
(4)

(5)

(6)

Albuminuria, Proteinuria under
normal activity (at least 48 hours
post-strenuous exercise) if greater
than 160 mgm per 24 hours. Until
assessed as not indicative of kid-
ney or bladder disease.

Calculi, Vesicular or Renal calculi

formation within the preceding 12

months.

Cystitis. Acute or chronie cystitis.

Enuresis. Enuresis which is habi-

tual or persistent.

Hematuria. Hematuria. eylindru-

‘via, hemoglobinuria with other

findings indicative of renal tract

disease.

Kidney:

(a) Abnormalities. Absence of
one kidney; horse shoe kid-
ney; Suggested Values Serum
BUN > 10-20 mg %, creati-
nine > 0.6-1.2 mg% {Todd-

" Sanford) or above normal
range for laboratory used.

Failure to concentrate urine

(persistent specific gravity

< 1.003).

Cystic. History of cystic or

polycystic kidney.

(¢) Hydronephrosis. Hydrone-
phrosis or pyonephrosis,

(d) Infection. Acute or chronic

- infections of the kidney.

(e) Nephritis. Acute or chronie
nephritis.

(f) Pyelitis. Pyelitis; pyelone-
phritis. '

(b)

(7T) Porphyria; Methhemoglobinuria.
(8) Pyuric
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(9) Reiter's Disease

(10) Urethra. Stricture of the urethra.
Acute or chronic urethritis. Uri-
nary fistula.

(11) Urine. Enuresis; incontinence or
retention of urine. Uniil underly-
ing cause corrected or determined
and agsessed.

{12) Venereul Disease
(2) Active Infection, Any active

venereal infection, acute or
chronic, or any active infec-
tious process resulting there-
from.

(b) Residuals. Complications and
permanent residuals of ve-
nereal disease, if progressive,
or if of such nature as to in-
terfere with the satisfactory
performance of duty.

(¢) Swyphilis. Syphilis or Neuro-
syphilis of any form {general
paresis, Charcot’'s disease,
tabes dorsalis, meningovas-
cular syphilis). A history of
syphilis adequately treated,
and without evidence of resid-
uals is not a cause for rejec-
tion. A negative serological
test will be accepted as satis-
factory evidence of freedom
from syphilis in the absence
of clinical signs.

12. The Extremities

a.

Amputetion. Amputation of any portion
of a limb (see paragraph i(1) fingers);
or resection of a joint: or absence of the
toes which would prec¢lude the ability to
run, walk or balance oneself.

. Ankylosis. Complete or partial ankylosis

that interferes with required function

or has residual, incapacitation symp-

toms.

Arthritis:

(1) Active. Active or subacute arthritis,
including Marie-Strumpell type, re-
gardless of control; or history of
progressive arthritis.

(2) Rheumatoid. Clinical, history of
rheumatoid arthritis (atrophic ar-
thritis).

. Atrophy. Atrophy of the muscles of any
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part, contracture, or muscle paralysis,
if progressive or of sufficient degree to
interfere with function.

. Bone curvoture. Excessive curvature of

long bone, if precludes normal job per-
formance.

. Derangement. Chronic synovitis; float-

ing or torn cartilage; osteochondritis
dissecans; or other internal derange-
ment in a joint.

. Dislocations. Old dislocations, unreduced

or partially reduced. Reduced disloca-
tions with incomplete restoration of
function. History of recurrent disloca-
tions of major joints. Relaxed articular
ligaments permitting of frequent volun-
tary or involuntary displacement. (In-
stabilities-Subluxation)

. Foot and Ankle. Any condifion severe

enough that would or could prevent the

fulfillment of job requirements such as:

{1) Absence

(2) Bunions

(3) Claw Toes

(4) Clubfoot

(5) Corns. Corns or calluses on the
sole of the foot when they are

tender or painful.

(6) Flatfoot. Flatfoot when accompa-
nied with symptoms of weak foot
or when the foot is weak on test.
Spastic flatfoot. Pronounced cases
of flatfoot attended with decided
eversion of the foot and marked
bulging of the inner border, due
to inward rotation of the astra-
galus, if symptomatie.

(7) Halluz Valgus. Overriding or su-
perposition of any of the toes.

(8) Hammer Toe. If interferring with
walking.

(9) Hyperdactylia. Healed disease, in-
jury, or deformity including hy-
perdactylia which precludes run-
ning, is accompanied by disabling
pain or which prohibits wearing
of safety footwear.

(10) Pes Cavus. Pes Cavus with con-
tracted plantar fascia, dorsiflexed
toes, tenderness under the meta-
tarsal heads, and callosity under
the weight bearing areas.




{11) Fractures. Ununited fractures;
malunited fractures and fractures
with shortening or callus forma-
tion; united fractures with incom-
plete restoration of function.

i, Hand and Fingers. Any condition severe

enough, that would or could prevent the

fulfillment of job requirements such as:

(1) Absence or Loss. Absenece of a
hand or any portion thereof except
for fingers as noted herein. Total
loss of more than one phalanx of
the right index finger. Loss of the
terminal and middle phalanges of
any two fingers on the same hand.
Must have ability to grasp ladder
rungs and tie life jackets.

(2) Flexion. Permanent flexion or ex-
tension of one or more fingers, as
well as irremediable loss of motion
of these parts. Mutilation of either
thumb to such an extent as to pro-
duce material loss of flexion, ap-
position, or strength of member
and ability to grasp.

(8) Scars. Scars and deformities of the
fingers and/or hand which impair
cireulation, are syiptomatic.

(4) Web Fingers. Adherent or. united
fingers (web fingers).

(5) Injury. Injury of a bone or joint
within the preceding 6 weeks, with-

out fracture or dislocation, of more-

than a minor nature. Healed injury
of the upper or lower extremities
with residual weakness or symp-
toms. Severe sprains,

. Knee, Leg, Thigh, and Hip: Any con-

ditions severe enough that would or

could prevent the fulfillment of job re-

guirements such as:

(1) Cortilage. Dislocated semilunar
cartilage, loose or foreign bodies
within the knee joint.

(a) Withinthe preceding 6 months.
(b) Six months or more have
elapsed since operation with-
out recurrence, and there is in-
stability of the knee ligaments
in lateral or antero-posterior
directions in comparison with
the normal knee, or abnormal-

Appendix A

ities noted on X-ray; there is
significant atrophy or weak-
ness of the thigh musculature
in comparison with the normal
side, there is not acceptable
active motion in flexion and ex-
tension, or there are other
symptoms of infernal derange-
ment,

(2) Knock-knee. Knock-knee when the
gait is clumsy or ungainly, or when
subjective symptoms of weakness
are present.

(3) Unstable Joint. History or physical
findings of an unstable or inter-
nally deranged joint causing disabl-
ing pain or seriously limiting func-
tion. Individuals with episodes of
buckling or locking of the knee who
have not undergone satisfactory
surgical correction or if, subse-
quent to surgery, there is evidence
of more than mild instability of the
knee ligaments in lateral and an-
teroposterior directions in compar-
ison with the normal knee, weak-
ness or atrophy of the thigh muscu-
lature in comparison with the
normal side, or if the individual re-
quires medical treatment of suffici-
ent frequency to interfere with the
performance of occupation.

(4) Osgood Schlatter’s Disease. Symp-
tomatic within one year,

. Limitation of Motion. If the joint

ranges of motion are less than the

measurements listed.

(1) Ankle
(a) Dorsiflexion to 10°.

(b) Planter flexion to 10°.

(2) Elbow
(a) Flexion to 100°.

(b) Extension to 15°.

(3) Fingers. Inability to clench fist,
pick up a pin or needle, and grasp
an object.

(4) Hand. Pronation to the first quar-
ter of the normal arc. Supination
to the first quarter of the normal
arc. :

() Hip
(a) Flexion to 90°.
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(b) Extension to 10° (beyond 0).

(6) Knee
{a) Full extension.

{(b) Flexion to 90°,

(7) Shoulder
(a) Forward elevation to 90°.

(b) Abduection to 90°.

(8) Toes. Stiffness which interferes
with walking, standing, running,
or jumping.

(9) Wrists. A total range of 15° (ex-
tension plus flexion).

. Neurelgias. Chronic neuralgias, partic-
ularly sciatica. Pain in lower back or
leg which is intractable and disabling
to the degree of interfering with walk-
ing, running, and weight bearing.

m. Osteomyelitis. Active or recurrent oste-
omyelitis of any bone. History of a
single attack of osteomyelitis unless
successfully treated 3 or more years
previously without subsequent recur-
rence of disqualifying sequelae as dem-
onstrated by both clinical and x-ray evi-
dence. History of an attack of hema-
togenous osteomyelitis.

n. Surgery. Surgical procedures involving
joints, unless at least a 6 months period
since operation has elapsed and full
function has been restored and the joint
stable, (See the article concerning knee
surgery.) Mechanical prosthetic replace-
ments are disqualifying.

13. The Spine and Other Musculoskeletal

a. Abscess. Abscess of the spinal eolumn
or its vicinity.

b. Arthritis. Active arthritis processes
from any cause; partial or complete.

¢. Caries. Vertebral caries (Pott’s dis-
ease). TB of the spine.

d. Coccydynia. Coceydynia of a chronic
type associated with acute angulation
of the coccyx.

e. Curvature. Deviation or curvature of
spine from normal alignment. Congeni-
tal malformation of structure, or func-
tion (scoliosis, kyphosis, or lordosis,
spina bifida and occulta, spondylolysis,
spondylolisthesis, etc.) if (include angu-
lation & ROM measurements in exam
report) !
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n.

(1) Mobility and weight bearing power
is poor,

(2) Normal function is impaired or
likely to be so.

(3) Symptomatic,

(4) If ecardio-pulmonary function is
compromised.

Fracture

(1) Coceyx. Fracture of the coeccyx.

(2) Vertebrae. Fracture or disloeation
of the vertebrae except for healed
fractures in which no adverse re-
siduals such asg significant wedging,
malalignment, or abnormal neuro-
logical findings are present to a de-
gree which, in the opinion of the
medical examiner, would preclude
satisfactory performance of occupa-
tional requirements.

. Guit, Abnormalities of, if precludes

functional requirements being met (see
#18). .

. Herniation. Herniation of interverte-

bral dise (ruptured nucleus pulposus)
history of operation for this condition.
Osteomyelitis. See Extremities.

. Pain. History of chronic recurrent low-

back pain, especially when intractable
and disabling to the degree of interfer-
ing with walking, running, and weight-
bearing or unable to perform functional
job requirements.

. Poralysis. Residual paralysis (as se-

quela to poliomyelitis) resulting in im-
paired function.

Pelvis. Malformation and deformities of
the pelvis sufficient to interfere with
function. Healed fracture of the pelvie
bones with associated syptoms which
preclude the satisfactory completion of
job reguirements,

. Sacroilice. Diseases of the sacroiliac or

lumbosacral joints of a chronic type and
associated with pain referred to the
lower extremities muscular spasm,
postural deformities, and/or limitation
of motion in the lumbar region of the
spine,

Surgery, any surgery of vertebral
column or spinal cord.

The Skin end Lymphatics

a.

Acne. Severe pustular-cystic acne




il

which would interfere with the wearing
of proper clothing. Partieularly dis-
qualifying for stewards.

. Aectinomycosis

Allergic Dermatoses. severe, incapaci-
tating.

. Cysts:

(1) Non-Pilonidal. Cysts other than
pilonidal, of such a size or location
as to interfere with the normal
wearing of protecting clothing.
Pilonidal, Pilonidal cyst or sinus if
evidenced by presence of readily
palpable tumor mass or if there is
a history of inflammation or of pu-
rulent discharge.

(2)

. Dermatitis:

(1) Atopic Dermatitis. Atopic derma-
titis with active or residual lesions
in characteristic areas (face and
neck, antecubital and popliteal fos-
sae, occasionally wrists and
hands), or history thereof, if re-
quiring chronie treatment and his-
tory of incapacitating episodes.

(2) Dermatitis factitia

(8) Dermatitis herpetiformis

Eezema, Severe Fezema of long stand-

ing or which is resistant to treatment;

allergic dermatosis, if severe,

. Elephantiasis
. Epidermolysis Bullosa. Epidermolysis

bullosa ; pemphigus.

Fungus Infections, Fungus infections,
systemic or superficial types, if exten-
sive and not amenable to treatment.

. Furunculosis. Extensive, recurrent, or

chronic furunculosis

. Vermin Infestation. As a general rule,

applicants who are extensively infested
with vermin, and filthy in person and
elothing shall be rejected.

Ichthyosis. Severe ichthyosis,

. Impetigo. Chronic impetigo; sycosis;

carbuncle.

. Leprosy. Active leprosy.

Lesions. Lupus vulgaris; other tubercu-
lous skin lesions.

. Leukemia Cutis. Leukemia cutis; my-

cosis fungoides; Hodgkin’s disease.

. Lichen Planus. Chronic lichen planus.
. Lupus Erythematosus. Lupus erythema-

15.

8.
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tosus (acute, subacute, or chronic; dis-
discoid or generalized) or any other
dermatosis aggravated by sunlight.
Psoriasis. Extensive psoriasis or history
thereof.

t. Scars. Scars which are so extensive,

deep, or adherent that they interfere
with muscular movements, or interfere
with the wearing of safety equipment,
or that show a tendency to break down
and ulcerate,

. Scleroderma. Diffuse type of sclero-

derma.

Tumors. Skin malignancies, (Melano-
ma). Basal and Squamous cell Epitheli-
omas, Nevi, vascular, and other erectile
tumors if extensive, disfiguring, or ex-
posed to constant pressure or irritation.
Benign tumors of such a size or location
as to interfere with the normal wear-
ing of safety equipment.

w. Urticaria

X.

y.

Warts. Plantar warts on weight-bear-
ing areas, if interferes with job func-
tions.

Xanthoma, Xanthoma if disabling or
accompanied by hypercholesterolemia
or hyperlipemia.

The Nervous System

a.

Degenerative Disorders. Degenerative
digsorders (multiple sclerosis, encephal-
omyelitis, cerebellar and Friedreich’s a-
taxia, athetoses, Huntington’s chorea,
muscular atrophies and distrophies of
any type, cerebral arteriosclertosis,
parkinsonism, senility, mental retarda-
tion, ete.).

. Neurosyphilis. Neurosyphilis of any

form (general paresis, tabes doralis,
meninogovascular syphilis).

Paroxysmal Convulsive Disorders. Pa-
roxysmal convulsive disorders, disturb-
ances of consciousness, including black-
outs, seizures, rum fits, delirium tre-
mens, and other mental syndromes as-
sociated with ethanolism or ethanol re-
lated nutritional deficiencies. e.g. Wern-
icke-Korsakoff Syndrome. All forms of
psychomotor or temporal lobe epilepsy
or history thereof except for seizures
agsociated with toxic states or fever
during childhood up to the age of 12.

App. A-17




Appendix A

f.

g.

Grand mal, petit mal, and psychomotor
attacks, syncope, narcolepsy regardless
of control, severe cluster headaches and
severe migraine are disqualifying.

. Peripheral Nerves. Peripheral nerve

disorder (chronic or recurrent neuritis
or neuralgia of any intensity which is

periodically incapacitating, multiple
neuritis, neurofibromatosis).
. Residuals:

(1) Infection. Residuals of infection
(moderate and severe residuals of
poliomyelitis, meningitis and ab-
scesses, paralysis agitans, posten-
cephalitic syndrome, Sydenham’s
chorea).
Trawma. Residuals of trauma (re-
siduals of concussion or severe ce-
rebral trauma, post-traumatic ce-
rebral syndrome, incapacitating se-
vere injuries to peripheral nerves).
Spontaneous Subarachnoid Hemor-
vrhage. History of spontaneous subar-
achnoid hemorrhage, unless cause has
been surgically corrected.
Miseellaneous Disorders:
(1) Balance, disturbances of, also of
gait, if precludes job function.
Cerebrovascular Disease
Congenital Malformations. Con-
genital malformations, including
spina bifida, if associated with
neurological manifestations and
meningocele even if uncomplicated.
Meniere’s Disease
Motion Siclkness. Motion sickness,
if to a disabling degree.
(8) Autoimmune Deficiency Syndrome
(AIDS)

(2)

(2)
(3)

(4)
(5)

16. The Psyche

a.
b.

Drug Addiction

Being under the influence of an unpre-
scribed narcotie, barbiturate, ampheta-
mine, hallucinogen, or alcohol at the
time of examination.

. Having used an unprescribed Narcotic

Schedule 1 or 2 substance other than
marijuana within the preceding year.

. Having during any part of the past

year a pattern of using a drug or chem-
ical substance, including marijuana or
aleohol, which would impair job effec-
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k.

tiveness if continued aboard ship (e.g.,
reduce alertness or coordination or im-
pair readiness for emergencies).

. Current need to use:

(1) Methadone or a related drug

(2) Disulfiram (Antabuse) or a related
drug

(8) Neuroleptic drugs (phenothiazines,
butyrophenones, and related drugs)

{4) Antidepressant drugs, trieyclies,
MAQ inhibitors, and related
drugs

(5) Antianxiety drugs (barbiturates,
benzodiazepins, and related drugs)

. Having lost more than five days from

regular activity during the last year
because of psychiatric problems (reg-
ular aetivity may include employment,
academic activity or housework.)

. Having been hospitalized within ten

years for schizophrenic or affective dis-
order.

. Sleepwalking after age 12.

Obvions mental retardation as evi-
denced by inability to comprehend and/
or execute the ordinary activities of the
physical examination.

. Personality disturbanece as demdnstrat—

ed by gross inappropriate behavior dur-
ing the course of the physical examina-
tion and/or socially unacceptable behav-
ior displayed toward the examining per-
sonnel ; i.e.,, unwarranted hostility, ag-
gressive behavior, abusiveness, with-
drawal (in group setting).

Evidence of previous aggressive behav-
ior, i.e., knife or gunshot wound without
satisfactory explanation.

The Teeth

a.

Caries. Carious teeth if numerous and
severe and/or disease of the jaws or as-
sociated tissues which are not easily
remediable and which will incapacitate
the individual or prevent the satisfac-
tory performance of occupation require-
ments.

. Malocelusion. Malocclusion that inter-

feres with satisfactory inecisal and/or
masticatory funetion or proper phona-
{ion.

. Oral Tissues. Infections or chronie dis-




€.

eases of the soft tissue of the oral
cavity.

. Perforation. Perforations from the oral

cavity into the nasal cavity or maxillary
sinus.

Periodontoclasia. Advanced and exten-
sive periodontoclasia.

Appendix A

f. Prosthesis. Failure to have satisfactory
prosthesis and restorations as for suit-
able mastication on regular fare.

g. Subluxation. Chronic subluxation of the
mandible associated with pain not

amenable to treatment.

App. A-19
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REGULATIONS GOVERNING FOREIGN QUARANTINE
U.S. Public Health Service

Introduction

The U.S. Public Health Service administers
foreign quarantine procedures at ports of entry
under the control of the United States.

All vessels arriving at ports under the con-
trol of the United States are subject fo public
health inspection. Only the following vessels
upon arrival are subject to routine boarding
for quarantine inspection:

(1) vessels which have been in a smallpox-
infected country in the 15 days prior to arrival;

{(2) vessels which have been in a plague-
infected country within 60 days prior to arriv-
al; and

(8) vessels which have had on“board any of
the following signs of illness during the 15 days
preceding arrival—

{a) A temperature of 100°F (38°C) or
greater, which was accompanied or followed
by any one or all of the following; rash,
jaundice, glandular swelling; OR

(b) Diarrhea severe enough to interfere
with work or normal activity; and

(¢) Death, regardless of foregoing criteria,

Masters of vessels having illness aboard
compatible with the above criteria must pro-
vide notification of the illness by radio through
their agent to the quarantine station at the in-
tended U.S. port of arrival.

Veassels arriving at ports under control of
the United States are subject to sanitary in-
spection to determine whether measures should
be applied to prevent the introduction, trans-
mission, or spread of communicable diseases.

Specific public health laws, regulations,
policies, and procedures may be obtained by
contacting United States Quarantine Stations,
United States Consulates, or the

Director, Quarantine Division
Bureau of Epidemiology
Center for Disease Control
U.S. Public Health Service
Atlanta, Georgia 30333

International Health Regulations (1969)*

THE UNITED STATES GOVERNMENT is a member
of the World Health Organization (WHOQO) of
the United Nations and is a signatory of the
international health regulations, without reser-
vations. Following are some of the pertinent
articles that deal with quarantine requirements.
See pp. App. B—4 to App. B-14 for copies of im-
portant forms that include: (1) a DERATTING
CERTIFICATE and/or DERATTING EXEMPTION CER-
TIFICATE; (2) 2 MARITIME PUBLIC HEALTH DEC-
LARATION; and (8) INTERNATIONAL CERTIFI-
CATES OF VACCINATION (available as a booklet).

Article 54+

1. Every ship shall be either:
{a) permanently kept in such a condition
that it is free of rodents and the plaque
vector; or
(b) periodically deratted.

2. A Deratting Certificate or a Deratting Ex-
emption Certificate shall be issued only by the
health authority for a port approved for that

* Adopted by the Twenty-second World Health Assembly
in 1969 and amended by the Twenty-sixth World Health
Assembly in 1973, (Source: INTERNATIONAL HEALTH
REGULATIONS—1969, Second Annotated Edition. Pub-
lished by the World Health Organization, Geneva.
1974.)

+ (a) Deratting Certificates and Deratting Exemp-
tion Certificates are valid for a maximum of six
months but, under certain conditions, the validity of
such certificates may be extended only once by a period
of one month, (Of. Rec. Wid HIith Org., 79, b02; 87,
404; 95, 482)

(b} If inspection of a ship, carried out at the end of
the period of validity of its Deratting Exemption Cer-
tificate, proves that the ship is still entitled to a De-
ratting Exemption Certificate, 2 new certificate should
be issued. Periodic deratting of ships is not necessary
if inspection proves that the ship is entitled to a De-
ratting Exemption Certificate, (Off. Rec. Wid HIltk
Org., 87, 405}

(c) There is no provision im the Regulations for
endorsement by a port health authority of a valid
Deratting Certificate or Deratting Exemption Certifi-
cate to the effect that inspection of the ship has eon-
firmed the accuracy of the information given on the
certificate. (Off. Rec. Wid HIlth Org., 79, 502)

App. B-1
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purpose under Article 17, Every such certifi-
cate shall be valid for six months, but this
period may be extended by one month for a
ship proceeding to such a port if the deratting
or inspection, as the case may be, would be
facilitated by the operations due to take place
there.

3. Deratting Certificates and Deratting Ex-
emption Certificates shall conform with the
model shown on pp. App. B-5 to App. B-6.

4. If a wvalid certificate is not produced, the
health authority for a port approved under
Article 17, after inquiry and inspection, may
proceed in the following manner:

(a) If the port has been designated under
paragraph 2 of Article 17, the health author-
ity may derat the ship or cause the deratting
to be done under its direction and control.
It shall decide in each case the technique
which should be employed to secure the exter-
mination of rodents on the ship. Deratting
shall be carried out so as to avoid as far as
possible damage to the ship and to any carge
and shall not take longer than is absolutely
necessary. Wherever possible deratting shall
be done when the holds are empty. In the
case of a ship in ballast, it shall be done
before loading. When deratting has been sat-
isfactorily completed, the health authority
shall issue a Deratting Certificate.

(b) At any port approved under Article 17,
the health authority may issue a Deratting
Exemption Certificate if it is satisfied that
the ship is free of rodents. Such a certificate
shall be issued only if the inspection of the
ship has been carried out when the holds
are empty or when they contain only ballast
or other material, unattractive to rodents, of
such a nature or so disposed as to make a
thorough inspection of the holds possible. A
Deratting Exemption Certificate may be
issued for an ecil tanker with full holds.

5. If the conditions under which a deratting
is carried out are such that, in the opinion of
the health authority for the port where the
operation was performed, a satisfactory result
cannot be obtained, the health authority shall
make a note to that effect on the existing
Deratting Certificate.

App. B-2

Article 84

1. The Master of a seagoing vessel making an
international voyage, before arrival at its first
port of call in a territery, shall ascertain the
state of health on board, and, except when &
health administration does not require it, he
shall, on arrival, complete and deliver to the
health authority for that port a Maritime
Declaration of Health which shall be counter-
gigned by the ship’s surgeon if one is carried.

2. The Master, and the ship’s surgeon if one is
carried, shall supply any information required
by the health authority as to health conditions
on board during the voyage.

3. A Maritime Public Health Declaration shall
conform with the model shown on pp. App. B-7
to App. B-8.

4. A health administration may decide:
{a) either to dispense with the submission
of the Maritime Declaration of Health by all
arriving ships; or
(b) to require it only if the ship arrives from
certain stated areas, or if there is positive
information to report.

In either case, the health administration shall
inform shipping operators.

Article 92

1. Special treaties or arrangements may be con-
cluded between two or more States having cer-
tain interests in common owing to their health,
geographical, social or economic conditions, in
order to facilitate the application of these
Regulations, and in particular with regard to:

(a) the direct and rapid exchange of epi-
demiological information between neighbor-
ing territories;

(b) the health measures to be applied to
international coastal traffie and to inter-
national traffic on inland waterways, includ-
ing lakes;

(¢) the health measures to be applied in
contiguous territories at their common
frontier;

(d) the combination of two or more terri-
tories into one territory for the purposes of
any of the health measures to be applied in
accordance with these Regulations;




(e) arrangements for carrying infected per-
sons by means of transport specially adapted
for the purpose.

2. The treaties or arrangements referred to in
paragraph 1 of this Article shall not be in con-
flict with the provisions of these Regulations.

3. States shall inform the Organization of any
such treaty or arrangement which they may
conclude. The Organization shall send imme-
diately to all health administrations informa-
tion concerning any such treaty or arrange-
ment.

Article 93

1. These Regulations, subject to the provisions
of Article 95 and the exceptions hereinafter
provided, replace, as between the States bound
by these Regulations and as between these States
and the Organization, the provisions of the
following existing International Sanitary Con-
ventions, Regulations and similar agreements:

(a) International Sanitary Convention,
signed in Paris, 8 December 19038 ;

(b) Pan American Sanitary Convention,
signed in Washington, 14 October 1905;

(¢) International Sanitary Convention,
signed in Parig, 17 January 1912;

Appendix B

(f) International Agreement for dispensing
with Bills of Health, signed in Paris, 22
December 1934 ;

(g) International Agreement for dispensing
with Consular Visas on Bills of Health,
signed in Paris, 22 December 1934;

(h) Convention modifying the International
Sanitary Convention of 21 June 1926, signed
in Paris, 81 QOctober 1938;

(i) International Sanitary Convention, 1944,
modifying the Internatiomal Sanitary Con-
vention of 21 June 1926, opened for signa-
ture in Washington, 15 December 1944;

(j) International Sanitary Convention for
Aerial Navigation, 1944; modifying the In-
ternational Sanitary Convention of 12 April
1938, opened for signature in Washington,
15 December 1944 ;

(k) Protocol of 23 April 1946 to prolong the
International Sanitary Convention, 1944,
signed in Washington;

(1) Protocol of 23 April 1946 to prolong the
International Sanitary Convention for Aerial
Navigation, 1944, signed in Washington;
(m) International Sanitary Regulations,
1951, and the Additional Regulations of
1955, 1956, 1960, 1963, and 1965.

(d}) International Sanitary Convention,
gigned in Paris, 21 June 1926,

(e) International Sanitary Convention for
Aerial Navigation, signed at The Hague, 12
April 1933;

2 The Pan American Sanitary Code, signed at
Habana, 14 November 1924, remains in force
with the exception of Articles 2, 9, 10, 11, 16
to 58 inclusive, 61, and 62, to which the rele-
vant part of paragraph 1 of this Article shall

apply.
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FORMS

(For sources of all forms, refer to page numbers shown below)

Form No. Title _
HSM 13.45 (CDC) Deratting Certificate—Deratting Exemption
Certificate
HSM 18.19 (CDC) Maritime Public Health Declaration
PHS-731 International Certificates of Vaccination As

Approved By The World Health Organization:
Smallpox—Yellow Fever—-Cholera. Includes a
section on a SEAMAN’S PERSONAL HEALTH HIS-
TORY, with remarks on vaccinations and other
immunizations.

Page
App. B-5

App. BT
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Appendix B

DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE FORM APPROVED
PUBLIC HEALTH SERVICE OMB NO. 68-R0439

ATUANTA, GEORGIA 30333 MARITIME PUBLIC HEALTH DECLARATION

(SEE INSTRUCTIONS ON REVERSE SIDE)

RADIO CALL SIGN hIAME OF VESSEL
1 ALL VESSELS REQUESTING RADIO PRATIQUE INCLUDE THIS INFORMATION IN RADIO REQUEST
A. itinerary for past 15 days or since last port under control of the U.S.. whichever is shorter, Enter last port first.
Port Date ot Port Date of
City/Country BDeparture City/Country Departure

B. Were any persons ili during past 15 days or since last U.8. Port {whichever is shorter)? D D
Iltness to be reporied:
1. Temperature of 100°F {38°C) or greater (a) which persisted for 2 days or more;
or (b} which was accompanied or followed by any one or all of the following:
rash, jaundice, glandular swelling,

2. Diarrhea severe enough to interlere with work or normal activity.
€. Was this vessel in a plague infected country since its last LL.S. Port? D [:I

D. If answer 1@ C is yes, was vessel precleared for plague pusposes when last in plague country? D D

i COMPLETE THIS SECTION BUT DO NOT INCLUDE IN RADIO REQUEST FOR PRATIQUE

Crew Passengers | certify the foregoing statements are true and to the best of my knowledge ang belief,
— - — - he vessel, passengers, officers, crew, and cargo conform, except as indicated abova,
No.of U5, Citizens No. of Alens | No.of LLS. Citizens No. of Aliens |to the applicable Quarantine Regulations and Laws of the United States,

Signature of Master Date

App. B—7




Appendix B

INSTRUCTIONS

MARITIME PUBLIC HEALTH DECLARATION. A vessel subject 10 routine public health inspection entering a port under the con-
tral of the United States is required to complete Sections | and 14 on Page 1 prior to arrival, Lipon arrivat, the completed form {(and a
copy of the radio message, if radio pratique was requested} will be given to the public health inspectar or the vessel’s agent.

RADID PRATIQUE. Radio pratique is public health clearance by radio, based upon information received from the vessel prior to its
arrival in port, Radio pratique is available at all 1.5, ports, A vessel granted radio free or provisional pratique for public health may
proceed directly to berth and begin normal business activities. The granting of radio pratique does not exempt & vessel from control
measures or public health inspection subsequently deemed necessary or from the requirements of other government agencies.

A vessel which does not request radio pratique will tndergo complete inspection in accordance with normal port procedares,

To request radio pratique, a vessel will transmit to its agent a brief message containing answers to ltems A, B, C, and if applicable, D
in Section | and the agent will inform the designated public health office during normal business hours, between 4 and 72 hours prior
10 the vessel's arrival, For circumstances in which illnesses occur aboard a vessel subsequent to the vessel’s radio pratique request, the
vessel master must notify the agent immediately. The agent will notify the designated public health office at once.

The radio pratique request should include:
1. Vessel's radio cali sign.
2. Vessel's itingrary for the 15 days prior to arrival,
3. One of two codes:
a. RPR-AIN {for Radio Pratique Requested — All {tems Negative) — if items B and C on the Declaration are negative, or
b. RPR-AINX {for Radio Pratique Requested — All Hems Megative Except) — if ftem B and/or C on the Declaration is
yes, give ttem letteris).
Example of request: “KXYN Pto La Cruz 7/1/72 RPR-AIN"
The vessel is identified by the radio call sign KXYN. The vessel has been in Pto La Cruz only (departure date July 1, 1972} during the
tast 15 days. Radio pratigue is requested - ltems B and C are negative.

Example of request: “KXYN Pro La Cruz 7/1/72 RPR-AINX-B”

The vessel is identified by the radio call sign KX YN. The vessel has been in Pto La Cruz only {departure date July 1, 1972} during the
last 15 days, Radio pratique is requested — ltem C is negative — {tem B is entered because there is iliness on board, The ili personl(s)
should be readily available for inspection upon arrival,

Any iliness which occurs after radio pratique is requested must be reported immediately through the agent to the public health
office having jurisdiction at the U.5. port of entry where the vessel is first destined.

A vessel diverted to another LS. port after requesting radio pratique should resubmit the request through its agent to the public
health office responsible for the port 1o which it is diverted.

The Master should insure that the vessel is maintained in a rat-free and sanitary condition.

L&

SECTION
Item A Include last V.5, port if within 15 days.
Item B Enter "X" in apipropriale bux 10 indicate yes or no.
Illiness to be reported: crew members and passengers (including those who have disembarked) who have, or have
had, any of the following during the past 16 days or since the tast U.S. port (whichever is shorter):
1. Temperature of 100°F (38°C) or greater
{a}) which was accompaniad or followed by anv ane or all of the following: rash, jaundice, glandutar
swelling; OR
{b) which persisted for two days or more
2. Diarrhea severe encugh 1o interfere with work or normal activity.
- ftem C Enter * X" in appropriate box to indicate ves or no,
ttem D Enter 'X" in appropriate box to indicate yes or no.
SECTION I

Enter the numbesr of crew members and passengers according to whether they are U.8. citizens or aliens.
The Declaration must be signed by the Master,
All cats, dogs, monkeys, and psittacine birds must remain on board uniil released for entry by an authorized

official, Contact a public heaith inspector for rodent inspection if Deratting/Deratting Exemption Certificate is
expired or if renewal is required before the next port.

HSM 13.19(CDC) REV, 5-72 {BACK}
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FOLD HERE TO PLLACE WITH PASSFORT

For sale by tha Superintendent of Dacuments,
U.5. Government Printing Office, Washington, D.C. 20402

Stock No. 017-001-00399-9

. e e A e o e Al . i o P e e S S S o B O T e (e e e . S it S P Tl L P o e

INTERNATIONAL CERTIFICATES OF
VACCINATION
AS APPROVED BY
THE WORLD HEALTH ORGANIZATION
(EXCEPT FOR ADDRESS OF VACCINATOR)

CERTIFICATS INTERNATIONAUX DE
VACCINATION
APPROUVES PAR
L'ORGANISATION MONDJALE DE LA SANTE
{SAUF L' ADRESSE DU VACCINATEUR)

TRAVELER’S NAME—NOM DU VOYAGEUR

ADDRESS—-ADRESSE  (Number—Numéro) {Street—Rue}

(City—Ville)

(County—Département) (State—Etat}

whay
< ry

*

U.S. DEPARTMENT OF
HEALTH, EDUCATION, AND WELFARE

PUBLIC HEALTH SERVICE

..
ot Tl
LT

* rze® ¥
PH5—731 (REV. 9-77)

Booklet: Part 1 of six related pages (App. B-9 to App. B-14)

A free single copy of the material on pp. App. B-9
1o App. B—14 is available as a booklet (PHS-731)
from the quarantine epidemiologists of State
health departments.

Sales copies are available from the
Superintendent of Documents,
U.S. Government Printing Office,
Washington, D.C. 20402

App. B-9




Appendix B

INSTRUCTIONS TO TRAVELERS

INSTRUCTIONS TO PHYSICIANS

Intermational Certificates of Vaccination or Revaccination are official statements verifying
that proper procedures have been loflowed to immunize you against a quarantinable disease
which could be a threat to the United States and other coustries. The Certificates are essential in
permitting uninterrupted intemational travel. THEY MUST BE COMPLETE AND ACCURATE IN EVERY
DETAIL, or you may be detained at international poris of entry,

Certain immunizations are required by the couatries; other immunizations and preventive

are times advisable, depending upon the traveler's age, previous immunization

Status, and the nature and duration of travet. Yellow feves immunization may be given only by 4

designated Yellow Fever Vaccination Centes. Other immunizations may be given by any licensed
physician,

When your itinerary is complete, your lacal or State Heatth Department, private physician,
trawel agency, or infernational ai line can fornish you information on immunizations or
prophylaxis required or recorumended for your trip, Your local or State Mealth Department can
inform you where in yous area you may be vacrinaled against yellow fever and have your
Certificates validated.

There is a risk of acquiring MALARIA when {raveling 1o parts of the Caribbean, Central and
South America, Mrica, the Middle Eas, the Indian subcontinent, and the Far East. You ame
strongly advised fo seek information from your local ar State Health Department or private
physitian toncerning the need for protection against malaria and for instructions on how the
prophylactic drugs should be taken.

If you need medications regularly, take an adequate supply with you. Because of possible
serious consequences to your health, do NOT buy medications “over the counter” unless you are
familiar with the product. Should you need medical assistance, the American Embassy of
Consulate usually can provide names of physicians or hespitals.

How to Complets Your International Certificatss ol Vaccination

1. Enter your name and address on the cover of the booklet before presenting it to yeur physician.
2. On the Certiticates required for your travel, priat your name on the first ling; signyour name on
the second ling; indicate your sex; ard indicate your date of birth in the fallowing sequence: day,
month, year. Example: 5 June 1956.

3. It is your responsibility to have the Certificates validated with an “approved stamp.™ THE
CERTIFICATES ARE HOT VALID WITHOUT AN “APFROVED STAMP.¥

INFORMATION REQUESTED ON EACH CERTIFICATE MUST BE COMPLETE FOR THE CERTIFICAYE TO BE
VALID,

L. The space for prisary vaccination against smalipax is to be used only when a person receives
his vaccination against smallpox for the first time. If unsuccessfu), a new Certificate mast be
used for a repeat primary vaccination.

2, The dates oneach Certificate are to be writtenwith the day in arabic numerals, followed by the
menth in letters and the year in arabic aumerals. Example: 2 Jan. 1978,

3. Vaccinations may be given by nurses and medical technicians if under the direct supervision
of a qualified medical practitioner. The WRITTEN signature of the physician or ather person
authorized by the physicianmus! appear on the Cerlificate. Asig stamp isnot table.

4, 1f smallpow, yellow fever, or cholera immunization is required for your patient bt is contrains
dicated on medical grounds, you should complete the “Medical Contraindication to Vaccination™
statement in the “Personal Health History” section of the Certificates indicating the nature of the
contraindication.

3. There is a risk of acquiring MALARIA when raveling to parts of the Caribbean, Central and
Seuth America, Africa, the Middle East, the lndian subcontinent, and the Far East.

6. Information on malaria prophylaxis, for areas where malaria transmission occurs, for the
recommended prophylactic drug regimens, and on preparing patients for international travel may
be: obtained from your Iocak or State Health Department, ‘

SAVE THIS BOOKLET. YOU MAY HAVE OCCASION TO USE IT FOR FUTURE
TRAVEL AND AS A RECORD OF YOUR VACCINATION MISTORY.
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INTERNATIONAL CERTIFICATE OF VACCINATION OR REVACCINATION AGAINST SMALLPOX
CERTIFICAT INTERNATIGNAL DE VACCINATION OU DE REVACCIHATION CONTRE iA VARIOLE

This is fo certify that sex

Ja soussignéle) certifie qua sene

whose signature follows date of birth
dont la signature suit néle) le

has on the date indicated been vaccinated or revaccinated against smallpox with 2 freeze-dried or fiquid vaccine certified to fulfill the
recommended requirements of the Warld Health Organization.

8 616 vaccinéle) ov revaccindled cootre |a variole 3 la date indiquée ci-dessous, awes un vaccin Iyophiisé ou liquide certifié
conforme aux nommes dées par I Organisation mendiale de la Santé.

Show by “%" Signature, professional Manufacturer proved
whether status, and address of and batch no. b sp
Date vaccinator of vaccine
Indiquer par “X" Signature, titre, et Fabricant du vacein Cachet
s'il s'agit de adresse du vaccinateur et numéro du lot autarise
la Primary vaccina-
tion performed D
Primovaccination
effectuée
1b
Read as successtul
Prise D
Unsuccasstul
Pas de prise [j /
pnoo
2 paﬂ o* 2 of
S
_ ual2hie 2o e pTES
Revattination s 10“1\ i N AL cERT “ab““’
M f_ﬂ“ﬂ“o on ava
WY
{w P M’P'}
s ga\es sto¢
Revaccination
4
Revaccination
5
Revaccination

THE VALIDITY OF THIS CERTIFICATE shall extend for a period of 3 vears, beginning 8 days after the date of a successful primary vaccination™
gr, in the event of a revactination, on the date of that revaccination.

The approved stamp mentioned above must be in 2 form prescribed by the health administration of the country in which the vaccination
is performed,

This certificate must be signed in his own hand by a medical practitioner or ather person authorized by the national health admindstra-
tion; his official stamp is not an accepted substitute for his signature,

Any amendment of this certificate, or erasure, or failure to complete any part of it, may render it invalid. N

LA VALIDITE DE CE CERTIFICAT couvre une période de trois ans commengant huit jours aprts 1a date de la primovaccination effectuee avec
succhs {prise) ou, dans le cas d’une revaccination, te jour de cette revaccination. . .

La cachet autorisé doit 8tre conforme au modéle prescrit par (administration sanitaire du territoire oi la vaccination est effectuée.

Ce certificat doit €tre signé de sa propre main par un médecin ou une autre personne habilitée par I'administration sanitaire nationale,
un cachet officiel ne pouvant &tre considéré comme tenant liew de signature. ) R

Toute carrection ou rature suf le certificat ou Fomission d'une quelcongue des mentions qu'il comporte peut affecter sa validite.
*See item 1, Instructions to Physicians.

Booklet: Part 3 of six related pages (App. B-9 to App. B-14)
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Appendix B

INTERNATIONAL CERTIFICATE OF VACCINATION OR REVACCINATION

AGAINST YELLOW FEVER
CERTIFICAT INTERNATIONAL DE VACCINATION OU DE REVAGCINATION
CONTRE LA FIEVRE JAUNE ‘
This is to certify that 23
Je soussigné(e) certifie que sexe
whose signature follows date of birth
dont fa signature suit néfe) le

has on the dpte indicated been vaccinated or revaccinated against yellow fever.
a eté vaccinéfe) ou revacciné(e) contre ia fidvre jaune 3 la date indiquée..

Signature and professional status Manufacturer & Officiat stamp of
of vaccinator Bbatch number of vattinating center
Date ’ ) vaceing
Signature et titre duy Fabricant du vaccin Cachst officiel gy
vaccinateur “et numéro du lot centre de vaccination
L
A

THIS CERTIFICATE IS VALID only if the vaccine used has been approved by the Worid Health Qrganization and if the vaccinating center
has been designated by the health administration for the country in which that center is situated.

THE VALIDITY OF THIS CERTIFICATE shalf extend for 2 period of 10 years, beginning 10 days after the date of vaccination or, In the event
of & revaccination, within such period of 10 years, from the date of that revaceination.

This certificate must be signed in his own hand by a medical practitioner or other person autherized by the national hezlth administra-
tion; his official stamp is not an accepted substitute for his signature.

Any amendment of this certificate, or erasure, or failure to complete any part of it, may render it imvalid, .

CE CERTIFICAT NEST VALABLE que si le vaccin employé a été approuvd par I'Drganisation mendiale de la Santé et si le centre do
vaccination a,eté habilité par Fadministration sanitaire du territoire dans lequel ce centre est situé,

LA VALIDITE DE CE CERTIFICAT cowvre une période de dix ans commencant dix jours aprés la date de I3 vaccination ou, dans le cas d'une
revaccination au cours de cefte période de dix ans, le jour de cette revaccination.

Ce certificat doit Etre signé de sa propre main par un médecin ou une autre persanne habilitée par I'administration sanitaire nationale, un
cachet officiel ne powvant 8tre considéré comme tenant lieu de signature. .

Toute cerrection ou rature sur le certificat ou 'omission d'une quelconque des mentions qu'il comporte peut affecter sa validite.

Booklet: Part 4 of six related pages (App. B-9 to App. B-14)




INTERNATIONAL CERTIFICATE OF VACCINATION OR REVACCINATION

AGAINST CHOLERA
CERTIFICAT INTERNATLONAL DE VACCINATION OU DE REVACCINATION
CONTRE LE CHOLERA
This is to certify that sex
Je soussignéle) certifie que sexe
whose signature follows date of birth
dont la signature suit néte} le

ha§ on the d’a!e indicated been vaccinated or geva‘ccinated against cholera.
# &td vaceindle} ou revaccinéfe) contre le choléra 2 la date indiquée.

oate Signature, professional status, and address of vaccinator Approved stamp
a
Signature, titre, et adresse dv vaccinateur Cachet autorisé
1 1
2
3
11 1L
12, 12,

The vaccine used shall meet the requirements faid down by the World Health Organization.

THE VALIDTY OF THIS CERTIFICATE shall extend for a period of 6 months, beginning § days after one injection of the vaceine or, In the
event of a revaccination, within such period of & months, on the date of that revaccination.

The appgved,slamp mentioned above must be in a fonm prescribed by the health administration of the countey in which the vaccination
Is performed;

This certificate must be signed in his own hand by a medical practitioner or other person authorized by the national health administra-
tion; his offigial stamp is not an accepted substitute for his signatuse,

Any amendment of this certificate, or erasure, or {ailure to complete any part of it, may render it invalid.

Le vaccin utilisé doit satisfaire aux normes formulées par I'Organisation mondiate de Ia Santé.

LA VALIDITE DE CE CERTIFICAT cowvre une période de six mois commengant six jours apres une injection de vaccin ou, dans le cas d'uns
revaccination au cours ge cette période de six mois, le jour de cette revaccination. . ,

Le cachet autorisé doit &tve conforme au modéle prescrit par 'administration sanitaire du territoire ol la vaceination est effectuce.

Ce certificat doit &tre signé de sa propre main par un msdecin ou une autre personie habilitée par Fadministration sanitaire nationate,
un cachet officiet ne pouvant &tre considéré comme tenant lieu de signature.

Toute correction ou rature sur le certificat ou fomission d'une quelconque des mentions qu'il comporte peut affecter sa validité,

Appendix B
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Appendix B

PERSONAL HEALTH HISTORY

This section is provided to include a record of the personal health history of the intemational traveler and to assist any physiclan called
upon to provide treatment in case of illness or accident, Space is also provided to record immunizations that are not required for entrance into
any country but have been obtained by the traveler for additional health protection.

OTHER IMMUNIZATIONS/PROPHYLAXIS RECEIVED

Autres immunisations/prophylaxies regues _
{Immunogiobulin, MALARIA, plague, pofiomyelitis, cabies, tetanusidiphtheria, typhoid, typhus, ete. — Immurtogiebuline, . PALUDISME,
peste, poliomyéite, rage, tétanos/diphtérie, typhaide, typhus, et caetera)

Yaceine/prophylactic Physician's signature
Date dng Dose R
Vacein/drogue prophylactique Signature du medecin
T =
iy 1 t
MEDICAL CONTRAINDICATION TG VACCINATION
Contre-indication médicale & ta vaccination
This is to certify that immunization against
C'est pour certifier que Fimmunisation contre
for
(Mame of disease — Nom de la maladie) pour
is medically
{Natne of traveler —— Nom du vogageur) est médicament

contraindicated because of the following conditions:
contra-indiquer & cause des conditions suivantes:

App. B-14
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bie
form wele
Th\sER “K‘\ONA o
WYE poe ¥ ?
(see s‘oc“l‘
gales {Signature and address of physiciant
{Signature et adresse du médecin)
MEDICATIONS TAKEN REGULARLY (e.g., insulin, digitalis)
Médications pris regulirement (e.g., insuline, digitale)
Health Generic and trade Medication Physician’s Physician's
problem — names of medication — dosage — remarks — signature —
Probléme Noms génériques et Dose ds Remarques Signature
de santé commerciaux de la médication du médecin du médecin
medication
OPHTHALMIG INFORMATION {prescription glasses)
Information ophtaimigue (Junnettes prescription)
Sphere Cylinder Adis Prism Base
Sphere Cylindre Axg Prisme Courbe
00)  Ocular dexter
Qculaire droit
(as) Ocular sinister
Oculaire gauche
Add Base curve
Addition Courbe base
Other
Autre
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